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FOREWORD 



It is indeed a pleasure to write a foreword for the Section for Education 
R^nort of the Project on Clinical Education in Physical Therapy. The 
^port represents a true "state of the art" docmnent and contains infor- 

TaS tSt ^ill enable physical therapy ^^--^^-^1 P-^J^^.ria^^'Sd 
and enhance the clinical components of ttieir curricjaa. Clinicians and 

^eldScians alike will be better equipped to ^-l^i^^^^^^^-jr/a^irt 
roles in the preparation of physical therapists and physical therapist 
assistants and other allied health professions will be able to utilize 
the model process and tools that were developed in the Project. 

The report contains noteworthy data concerning selection and utilization 
of clinical facilities, selection and roles of clinical faculty the 
process of clinical education, and the evaluative process in clinical 
education. Guidelines and standards are presented that are realistic and 
;ro;ressi;e which, if implemented, will result in maximum f i^-^f °^ °f 
facilities and faculty, consistency in the P"=f % 

and- an overall elevation of the quality of physical therapy education. 

Dr.. Moore, her staff, the Task Force members, and the f '^^^^"^^^^^ ^ 
clinicians who participated in the two-year study are to be coirmended for 
their contributions to physical therapy education. The effect will be 
realized for many years to come. 



Charles M. Magistro, President 
American Physical Therapy Association 

Patricia R. Evans, Director 
Department of Educational Affairs 
American Physical Therapy Association 
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INTRODUCTORY NOTE 



The table of contents shows the organization of this report, and Chapter 1, 
which discusses the purpose and methodology of the Project on Clinical Educa- 
tion in Physical Therapy, comments further on the organization of text, 
tables, maps, and other materials. Before the reader ventures into the chap- 
ters, it might be helpful to note a few points about format and to define some 
terms with reference to their use in this report. 

Appendix A is a list of references, arranged alphabetically by author and num- 
bered sequentially starting with 001. The points of reference in the text 
show the reference number in parentheses in script type. 

The page numbering system is separate for each xmit of text. For differentia- 
tion, the page jiumber at the bottom of each page includes the chapter number 
or alphabetical designation of the appendixes. 

Tables in App€»ndix D, grouped by source in alphabetical units, are numbered by 
unit. Tables In the chapters include the chapter number as part of the table 
number. 



DEFINITIONS 

To facilitate understanding, some terms used in the text are defined below. 
Other terms, used less often and adequately defined in the text, are not in- 
cluded. 



Acad<=>Tn-^c Coordinator of Clinical Education (ACCE) 

An individual, employed by the educational institution, whose primary concern 
is relating the students' clinical education to the curriculum. This coordi- 
nator administers the total clinical education program and, in association 
with the academic and clinical faculty, plans and coordinates the individual 
student's program of clinical experience with academic preparation, and evalu- 
ates the student's progress. 

Behavioral Objective 

A stated target for a specific learning experience. The written objective 
identifies the behavior which, when exhibited, indicates that learning has 
occurred and the objective has been satisfactorily completed. 

Center Coordinator of Clinical Education (CCCE) 

The individual at each clinical education site who coordinates and arranges 
the clinical education of the physical therapy student and who communicates 
with the ACCE and faculty at the educational institution. This person may or 
may not have other responsibilities at the clinical center. 
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Certification 

The process by which a nongovernmental agency or association grants recogni- 
tion to a person who has met its specified, predetermined qualifications. 

Clinical Appointment 

The appointment of a clinician to a university faculty rank. Reimbursement 
and voting privileges are ndt usually associated with the appointment. The 
faculty member may be involved in academic activities (classroom teaching or 
committee functions) and may be awarded' privileges based on appointment. 
The primary responsibility of this person is to the employing agency, not 
the academic institution. 

Clinical Education (clinical training, clinical ass ignments, practicum, 
clinical affiliation, field experience , clinical experience) 

The portion of the student's professional education which involves Practice 
and application of classroom knowledge and skills to on-the-job responsibilities, 
This occurs at a variety of sites and includes experience in evaluation and 
natient care, administration, research, teaching, and supervision. It is a 
participatory experience with limited time spent in observation. 



Clinical Education Site (clinical ce nter, center, field experience placement, 
clinical site ) 

A health care agency cr other setting in which learning opportunities and 
guidance in clinical education for physical therapy students are provided 
The clinical education site may be a hospital, agency, clinic, office, school, 
or home and is affiliated with one or more educational programs through 
a contractual agreement. 

Clinical Faculty Member (ACCE, CCCE. CI) 

Any person with responsibilities in clinical education. This includes both 
academic and clinical personnel. 

Clinical Instructor (CI) (preceptor ) 

A person who is responsible for the direct instruction and supervision of the 
physical therapy student in the cliTiical education setting. 

Competency 

Ability and skill sufficient to meet specific standards of performance. 
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Contract 



An exchange of promises or the giving of a promise in return for some specific 
consideration between two or more persons or organizations. Obligations of 
the parties to do or not to do certain things in a given situation which will 
permit or promote attainment of ends or goals desired by both. It may be oral 
or in writing. (/59) 



Didactic Education 

That part of the educational process which occurs in the classroom and empha- 
sizes skills and theoretical concepts to be put into practice in the clinical 
education phase of the educational process. 



Domain 

In general, a territory over which authority or control is exerted. In present 
specific use it refers to three aspects or territories of learning: the 
affective domain which deals with interests and attitudes, the cognitive 
domain which deals with specific information and ways of handling it, and 
the psychomotor domain which pertains to motor manipulation of material and 
objects. Learning objectives are written to encompass behavior specific to 
each domain. 



Educational Program (educational institution, academic institution ) 

The academic entity responsible for the education of physical therapy students. 

Evaluation 

"The appraisal of the worth of a person, place, or thing in terms of internal 
or external criteria." [031 ) in the Project on Clinical Education, the 
emphasis has been on evaluation for educational purposes. 

Internship 

Postgraduate clinical experience. 



Job Description 



A document enumerating the tasks, responsibilities, authority, and minimum 
qualifications of a person in an employment position. 



Learning Experience 

Any experience which allows or facilitates a change in behavior. A planned 
learning experience includes "a learner, an objective for the learner, a 
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situation devised to produce a response that contributes to the objective a^^ 
res^nse by the student and reinforcement to encourage the desxred response. 
(077) 

Leaminp Process 

The series of activities (physical and mental) by which a person incorporates 
new facts, ideas, and skills into the body of knowledge. 

Licensure 

Process by which a governmental agency grants permission: (a) to persons 
meeting predetermined qualifications to engage in a given occupation or 
(b) to institutions to perform specified functions. 

Mastery Learning 

Full mastery of each item to be learned. 
Model 

One Whose behaviors and values are acceptable and should be copied ^J)^^^ 
learning acceptable behavior. The desirable model is ideal, but negatxve or 
undesirable models also exist. 

Patterns of Clinical Education 

Two patterns of organization of clinical education wichin the total ^^ucational 
progLm: (a) concurrent, in which a portion of each day or week xs devoted 
to didactic instruction and the remainder is spent in clinical education and 
(b) nonconcurrent, when the student is engaged full time in a clinxcal educa- 
tion setting. 

Philosophy 

The beliefs, concepts, and attitudes of an individual or group such as a 
health care agency or an educational institution. 

Physical Therapy Education 

Educatiom for all levels of physical therapy students, including S^duate. 
The term "physical therapy" applies whether the student is preparing to 
function as a physical therapist or a physical therapist assistant. 

Physical Therapy Service 

The organizational entity responsible for the delivery of services (e.g., 
clinical department of a hospital) . 
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Role 



The proper or customary function of an individual as it relates to his employ- 
ment position. Nontraditional role; functions or behaviors not commonly 
performed by or associated with an individual or group; in physical therapy 
this would include the roles of consultant and researcher as well as patient 
care and evaluation at nontraditional sites (neighborhood health clinics, 
public schools, health maintenance organizations). Traditional role: 
functions historically performed by an individual or group. In physical 
therapy. this would include direct patient treatment and evaluation in a 
hospital or clinic. 

Simulation 

"A simulated clinical problem . . . designed to imitate life — its challenges 
and emergencies — while at the same time providing protection from the 
hazards of even a momentary lapse in judgment that inexperience or inattention 
may cause." [150] 



EKLC 



28 

5 



Chapter 1 



PURPOSE AND METHODOLOGY OF 
THE PROJECT ON CLINICAL EDUCATION 



The present volume is the final report of the Project on Clinical Education in 
Physical Therapy. It is the result of work conducted under a two-year contract 
to examine the education of physical therapy students, with primary focus on 
the clinical phase of their education. Clinical education is an inherent 
part of the total educational experience of students of the health professions. 
At the same time, because of clinical education's special characteristics, it 
can and must be excX7lned separately, as are such other components of the 
total curriculum as the basic sciences, the social sciences, and the theory of 
practice. Important aspects of the educational experience of the physical 
therapy student take place in the clinical environment, physically removed 
from the academic classroom. Because of the complex relationships which 
exist between the educational institutions and the many types of clinical 
settings where students receive this portion of their education, the Project 
concentrated on some key issues affecting these relationships. The place, 
the people, the process of clinical education, and the evaluation of all 
elements were the focus of concern as discussed in these pages, which document 
the activity that led to the Project's conclusions and recommendations. The 
broad goal is to improve the clinical education portion of the curriculum — 
both for the benefit of the students and the public the students are educated 
to serve. 



THE SOCIAL CONTEXT 

Before going on to describe the methodology, it is appropriate to put the 
Project on Clinical Education in historical context. Everyone involved in 
education for the health professions, is well aware that since the early 60s 
there has been tremendous growth in the numbers and types of personnel in- 
volved in the health care delivery system. In physical therapy, the numbers 
of students, educational programs, academic faculty, and clinical faculty 
have all markedly increased. Since the Worthingham studies of the mid 60s, 
and perhaps in part because of them, major changes in the physical therapy 
curriculum and the health care delivery system have occurred. 1244] 

The voices, wishes, and demands of the consumers of health services are now 
playing a part in the planning of health education. Government sponsored 
programs like Medicare and Medicaid, health maintenance organizations, utili- 
zation review, medical audit, peer review, comprehensive health planning, and 
the proposed national health insurance have and will continue to play their 
parts. The demand for equal access to education and to health care will 
require further modification in the education of health professionals, dictating 
when and how their services aro. delivered. 

These changes generated by legiislation and social pressure are ongoing; new 
needs and motivations for change will continue to be felt, and properly so. 
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Too frequently, however, the responsive recommendations ^^^^Pj^^^^^J/" 
slowlv that curriculums are not prevented from becoming outdated, static. 
uirSonsive! and incapable of filling the needs of either the students or 
the consumers. 

The eap between medical knowledge and the utilization of that knowledge for 
tie public goS is well known. Similarly, there are gaps between recognized 
the puDiic gooQ teaching strategies, and basic theoretical knowledge 

curriculum needs, proven teacning j,i.j.cii.c5 . annea-ro ^n be a 

and their implementation in physical therapy ^^^f^^^^^^" 
time of soul-searching and rejuvenation of programs on the part of physical 
tSrapy educates who'are ready to modify curriculums. teaching strategies 
and interinstitutional cooperative efforts in order to keep Pace -re rapidly 
with quality performance, with public needs and demands for services, and with 
the objectives and talents of the students. 

Simultaneously with the planned-for and clearly identified ^^^J J° j!;"^^^^^^^,, 
personnel in the health professions, there has been a less 

in the growing numbers of the health professional and occupational Programs, 
based in part on decreasing college enrollment in the liberal arts. In order 
to keep college enrollments elevated, there is a tendency for some colleges 
and unLersitLs to create additional health professional P-^^f ^. f 
their institutions solvent. Project participants concluded that the initiation 
of any new programs should be thoroughly evaluated, based on the needs of 
society and the community the graduate is expected to serve, as well as on 
cos^considerations in the utilization of national, state and local resources. 
J^ese resources must include academic faculty, clinical faculty, clinical sites, 
and the variety of learning experiences needed for well-balanced, high-quality 
education for physical therapy students. 

Present consumer needs are not being met in physical therapy as it is. To 
base additional curriculums on outdated models would be a tragic waste of time 
and resources, resulting only in inadequately prepared students and further 
unmet consS^e; needs, ihis theme was underlying in all Project deliberations. 

The scope of consumer services involving physical therapy now extends from 
the neonatal period through the full span of human life to death; it includes 
services rendered in a wide variety of settings, settings which only a far 
thinking individual would have identified 15 or 20 years ago. "^^^'^^"^ 
physical therapy to serve present and future consumers, when and where there 
is need, there will have to be planned growth in the number of graduates- 
growth by expansion of stronger existing educational programs and carefully 
planned new ones. 

In December 197A. material released by the American Physical Therapy Association 
(APTA). the national voluntary membership association for physical therapists 
and physical therapist assistants, reported that in 1970 there were 2686 
physical therapy students enrolled in physical therapy programs; in 1974 there 
were 4276; in 1980 there are expected to be 8440 students of physical therapy. 
In 1965 there were 42 educational programs in physical therapy that were 
approved by the APTA in collaboration -with the American Medical Association 
(AMA). In 1974 there were 66. and in 1980 there are projected to be 85 
accredited programs for the preparation of the entry-level professional worker. 
(See Map 1 in Appendix C) 
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The same report covered the physical therapist assistant programs, which began 
in 1967 and graduated their first students in 1969. In 1974 there were 43 
programs; 60 programs are projected for 1980. The numbers of students enrolled 
grew from 15 in 1969 to 574 graduates in 1974, with a projection of 981 
graduates in 1980. 

Programs for physical therapy at the graduate level have also increased. In 
1971-72 only 95 physical therapists were reported enrolled in graduate studies. 
In 1973-74 the number had grown to 189. In 1980 the total number of full-time- 
equivalent students in graduate study is expected to be 279. These are small 
numbers in relation to the number of current and projected educational programs 
and the numbers of students in physical therapy and physical therapist assistant 
programs. 

Although there are advanced degrees based primarily on the academic discipline 
of physical therapy, many physical therapists pursue masters and doctorate 
degrees and graduate studies in other disciplines, in subject areas which 
complement their basic preparation in physical therapy. Accurate figures are 
not available on these programs and the number of students enrolled. There 
has been a steady increase in the number of graduate students and the demand 
is increasing for those with graduate preparation for classroom and clinical 
teaching, academic and clinical administration, and supervision, and for those 
with in-depth preparation for the needs of special classes of patients and 
for basic research of fundamental issues in physical therapy. 

As the number and type of physical therapy students increased, pressure 
mounted across the United States for additional physical therapy clinical 
settings, especially in geographic areas where several educational programs 
were drawing on the same clinical resources in a city, town, state, or region. 
Competition for student placement in some clinical centers, along with the 
concern of the clinical faculty about the multiplicity of requests and demands 
on their time, talent, and resources, has been felt for several years. 
Clinical faculty began to be more assertive on their own behalf, expressing 
the need for a more orderly and democratic approach to clinical education. 
They have expressed a desire for sharing academic responsibility, for sharing 
in the planning process, and for more authority and involvement in evaluating 
the total educational experience. Some clinical faculty feel the multiplicity 
of evaluations required for staff, students, and the clinical education 
process has become burdensome in those centers associated with more than one 
educational institution and those assisting in the education of more than one 
level of student. 



The Project Charge 

With the above issues in mind, the two-year contract on clinical education in 
physical therapy was negotiated by the Section for Education of the APTA 
in July 1974. The charge is directed toward areas in need of change, specifically: 
(a) the development of criteria and guidelines which will be of assistance to 
educational institutions in the selection of clinical centers to be utilized 
in the clinical segment of the educational programs for physical therapists and 
physical therapist assistants; (b) an analysis of the current status of 
physical therapy faculty development in all types of clinical education centers 
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and preparation of guidelines for the additional development of these faculty 
where appropriate, as well as for future faculty; and (c ^he development of 
evaluation methods for determining the quality of education offered by the 
clinical components of physical therapist and physical therapist assistant 
education programs. 

This final report, although developed with physical therapy as a primary focus, 
should be of value also to academic and clinical faculty in other health 
professions. 

Physical therapy, as is true with other health professions, has formal guide- 
lines for the development of educational programs. These are available from 
the headquarters office of the APTA in Washington. D. C. Physical therapy 
educational programs must meet accreditation standards in order for g^^uates 
to be accepted, credentialed , and licensed. For the physical therapist assis- 
tant programs there is a Handbook of Information Concerning Interim Approval 
of an Educational Program for the Physical Therapist Assistant, available since 
April 1975, from the APTA. Also available from the same source and Published 
at the same time is the Surveyor's Handbook of Information Concerning On-Site 
Evaluation of an Educational Program for the Physical Therapist. These and 
other documents offer guidance to institutions considering the establishment 
of new curriculums and to those considering modification of existing programs, 
as well as instructions for self-assessment associated with resurvey for 
approval and accreditation. These materials are essential, but they otter 
only a framework for guidance, and much of the planning for new programs and 
the modification of existing programs must rely on direction from many sources. 
[009, 06S, 050, 071, 016, 023, 010) 



Allies in Education 



Much has been said by writers and speakers during the past decade or more on 
the interrelatedness of educational institutions and clinical education sites 
and their responsibility to society. Knowles speaks eloquently of the relation- 
ship of the medical school, the teaching hospital, and their societal respon- 
sibilities. Ellis states that society is better informed, more critical, 
and wishes to become involved in all matters which affect the individual s way 
of life. He says furthermore that the administration of educational institu- 
tions is no longer sacrosanct. {126, OSS) 

The Carnegie Commission on Higher Education in 1970 recommended expanding 
the function of the university health science centers so that each can play 
the central role in collaborating with other agencies in the development of 
improved medical care in the delivery systems in their regions. The plan 
suggested covers not only the university health science centers, but also 
the concept of area health education centers remote from the university 
environment but related to it. Pellegrino also describes a regionalized 
medical institutional network, with an academic health center functioning as 
the core of each network to integrate manpower development, health care 
delivery, and health care research. Potential health education centers 
which currently exist in this country should be utilized to meet the needs 
of service, research, and manpower preparation. They should be governed by 
contractual agreements with the communities they serve. Such programs 
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should provide a full range of health care programs, and a wide variety of 
educational opportunities for health personnel, not only for students, including 
physical therapy students, but also for existing staff professionals. 
(053, m, 224, 026] 

Discussing manpower needs in the allied health professions the late Israel 
Light, Dean of the School of Allied Health of the University of Health 
Sciences of the Chicago Medical School, remarked that for educational institu- 
tions and clinical centers: 

... to produce the numbers and kinds of allied health personnel 
required to deliver competent health care to the nation^ s popu- 
lation, they must consider themselves as integral partners and 
must share human expertise, physical plants, financial costs, 
and all of the resources necessary to do the job. [134] 

In discussing the relationship of the academic institution to the health care 
delivery agency. Light speaks of the dual responsibility, the interdependence, 
and the integrated partnership. He further states that neither colleges nor 
hospitals alone can produce the numbers and kinds of allied health personnel 
needed to deliver optimum patient care, and that success requires a joint 
endeavor. The alternative to cooperation is irrelevant educational prepara- 
tion, inadequately trained personnel, economically costly job turnover, and high 
attrition rates. 

Others have emphasized that the people at the clinical education site and 
the people at the educational institution are allies in education. This was 
a strong theme throughout the work of the Project on Clinical Education. 
[162, 203] 



METHODOLOGY 

The process followed by the Project throughout its two-year span involved 
many people and materials from a variety of sources. These are briefly 
described in the following pages. All of the Project participants are listed 
in the preliminary pages of this report. 



Project Participants 

The Executive Committee of the Section for Education of the APTA selected the 
Project Director, and on July 1, 1974, the staff headquarters was set up in 
cooperation with the Division of Physical Therapy, Department of Medical 
Allied Health Professions, School of Medicine, University of North Carolina 
at Chapel Hill (UNC-CH) . 

A number of consultants outside the field of physical therapy were appointed 
to assist with the Project. Each has contributed through individual experience, 
expertise, and competency; some have identified additional talented colleagues 
to assist. The consultants are from various locales, particularly UNC-CH 
and Duke University, and represent expertise in education, sociology, health 
administration, and other fields. Additional consultants were needed to 



carry out much of the work under the contract, such as inf°™^ti°^ !if haie"' 
analysis, writing, cartography, and editing. The contributions of all have 
enriched the Project. 

At the outset, three topical task forces composed of six physical therapists 
e^h were established. One concentrated on site selection, one on the 
d:;elopment of clinical faculty, and one on the many facets of -aluation 
Ti,o P7-n^pr^ Director served as the sixth member on each of the task J^o^ces. 
I VZiTjl^ Tf^t: section tor Education o£ the American Physical Therapy 
Association were represented on each task force, and each had at least two 
clinicians in its makeup. All types of physical therapy education were re- 
presented on the task forces, including the physical therapist assistant 
program! tSe baccalaureate program, the basic masters degree 

?he preparation for entry-level physical therapists, and the advanced graduate 
program for those already prepared as physical therapists. 

The deliberations of the task forces were the heart of Project activity Each 
individual task force met three times, and twice the three task forces met 
togeSer to review the preliminary drafts of this report and to react to 
the later version. 



Project Materials 

Three types of source material were utilized by the Project. These became 
knom as the "soft data," the UNC-CH 3tudy, and the bibliography. A few 
comments on each are appropriate here. 



The "Soft Data" 

Several types of materials were identified and a "soft-data" gathering system 
!rutilized in order to secure items already on hand in educational institu- 
tions where physical therapists and physical therapist assistants were being 
educated. Materials requested included: a list of clinical centers with 
wMch each educational program was affiliated, names of faculty, ^^^edules of 
I^udents- experiences, objectives of the clinical education P-|^-;^-"-" 
for selection of a clinical education site, and a variety of °ther items 
An initial request was mailed to all educational programs in November 1974, 
and a follow-up request was mailed on December 11, 1974, five and a half 
weeks a?ter the fi^st mailing. It should be noted that the materials discussed 
In this Report refer to the status of the institutions as they were in December 
1974; some of those that were considered new programs at that time are now 
accredited. 

The response rate from the 70 basic physical therapy programs, which included 
the certificate, the baccalaureate, and the masters degree programs, was 
excellent at 99 percent, or 69 programs located in 66 different educational 
institutions; 27 physical therapist ^--i-t^"%P"Srams were in existen^ 
and 92 percent (25) of them submitted materials; all 16 advanced masters 
decree programs resppnded to the request for materials. Although all educa- 
tional programs did'not submit materials on all topics, a wealth of information 
was made available for analysis. (For further detail on response patterns, 
see Table 1.1.) 

1-6 



34 



The December 1974 follow-up request went to the educational programs in an 
effort to get close to 100 percent response to the request for the name and 
address of the educational administrator and the academic coordinator of 
clinical education (ACCE) as well as a complete mailing list of all agencies 
or institutions with which the educational institution affiliated for clinical 
education. 

From the materials subi«itted by the educational institutions, over 1600 clini- 
cal centers were identified as affiliated with educational programs. The list 
was computerized, and added to, and duplicates were culled; a master list of 
1671 clinical centers evolved from the continuing process of identification 
and clarification. In January 1975, the approximately 1600 clinical centers 
then on the master list received "soft-data" requests addressed to the direc- 
tors of physical therapy services. The request was similar in nature to the 
one mailed to the educational administrators. It asked for existing materials 
r/jlated to clinical education, such as job descriptions, objectives of the 
clinical education program, evaluation forms utilized by the service, and 
sL-ident schedules. A great deal of information was obtained from 469 of the 
clinical centers, a 29 percent response. (See Table 1.1.) 

Maps were developed to show geographic patterns. Some are from the clinical 
ce:titers' viewpoint and show affiliations with educational institutions of 
different types. Others are from the educational programs' viewpoint and 
show affiliations with clinical education sites. A selection of maps con- 
stitutes Appendix C of this report. 

The National Center for Health Statistics (NCHS) of the United States Public 
Health Service conducts an annual survey of hospitals (7,000), nursing homes, 
and certain "other" facilities (21,000) which include mental retardation 
resident centers, orphanages, homes for the blind and deaf, and others. 
The NCHS surveys for 1973 were made available to the Project and used for an 
ar.^lyi£is of the availability of clinical education sites and also as a 
cross-check of those clinical centers which are currently being utilized for 
clinical education in each state. The survey lists did not include community 
health agencies, group practices, private practices, voluntary health agencies, 
or other nonf ixed-f acility types of agencies. Six states were studied com- 
pr5>her;sively in relation to the number of hospitals, nursing homes, and 
other iiealth facilities available and affiliated with physical therapy 
e'Jucational programs. Only the survey of hospitals indicated the presence 
or absence of a physical therapy service. Therefore, the Project was unable 
to judge whether or not nursing homes and other facilities have or have not 
benefited from physical therapy services. Many probably have physical therapy 
on a contractual basis. 

Still other materials utilized by the Project were generated by the task force 
members themselves during their deliberations; such information has become 
part of the minutes and permanent record of the Project on Clinical Education. 



The UNC-CH Study 

The scope of work set forth in the contract required that there be an analysis 
of the current status of physical therapy clinical faculty development and 
that pertinent information be obtained to identify the current properties of 
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clinical education centers. In addition to the "soft data" collected from 
the aforementioned sources, the UNC-CH Division of Physical Therapy conducted 
a study of clinical education which generated further information for the 
Project. The task forces, consultants, and Project staff had input into 
the planning of this study, as well as access to its findings, which proved 
invaluable to the Project's work. 

The UNC-CH study was a questionnaire survey financed by nonfederal funds 
secured primarily from the UNC-CH School of Medicine and the Division of 
Physical Therapy, Department of Medical Allied Health Professions; the 
parent institutions of two task force members, one hospital and one physical 
therapy educational program, also contributed to the funding. Five question- 
naires were developed, pretested, revised, and <ii-"i^"^^%^° J^^.^^^P"^;'^^^,^. 
groups with a cover letter signed by the Acting Director of the UNC-CH Division 

of Physical Therapy. 

Questionnaire I of the UNC-CH study was mailed to 300 197A graduates of 
various physical therapy programs; this was the "new graduates respondent 
group. There was a total response of 137. of which 130 were utilized. 

Questionnaire II requested descriptive data from the directors of physical 
therapy services in AGO clinical centers. This was the clinical centers 
respondent group. These clinical centers were selected from a 35 Percent 
random sample taken from the computer list of over 1600 centers. Ihe total 
response was 276. of which 250 were utilized. 

Questionnaire III was mailed to 200 center coordinators of clinical education 
(CCCEs) selected from a 25 percent random sample pulled from the master list 
of clinical centers; it was a different sample than that used for Question- 
naire II's mailing list. A total response of 136 CCCEs was received. 127 of 
which were utilized. 

Questionnaire IV was sent to 200 clinical instructors (CIs) in clinical centers 
remaining after the 35 percent and the 25 percent samples had been Polled 
from the computer. A total response of 143 was obtained; lAO were utilized 
in the analysis. 

In all. SCO questionnaires (II. III. and IV) were sent to individuals associated 
with 800 different clinical centers from the master list of 1671 centers. 

Questionnaire V was mailed to a representative sample of 55 of the physical 
therapy educational program ACCEs. identified by type of program and region 
of the United States. An effort was made not to include those programs which 
had been asked for a list of their 197A graduates, and no one who had pre- 
tested any of the questionnaires was approached. 

For further detail on response to the UNC-CH study questionnaires, see Table 
1.2. 



Bibliography 



Over 1100 journal articles, books, pamphlets, and reports were read as part 
of the Project activity. Of these, 7A0 were annotated for content; some 600 
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of the annotations were further refined for publication. In May 1976 the 
volume, Clinical Education in the Health Professions; An Annotated Bibliography , 
was published; copies are available from the APIA. [163] 

The bibliographic research was extremely useful in progressing the work of 
the Project on Clinical Education, as the many references throughout the text 
of this report indicate. 

THE FINAL REPORT 

This report is organized in seven chapters covering the four topical areas of 
Project concern — the locale of clinical education, the faculty, the educational 
process, and evaluation — and ending with some considerations for the future. 

Chapter 2 consists of Sections A, B, C, and D, which present the Project *s 
conclusions and recommendations in the four areas. Chapter 3 discusses in 
some detail the characteristics of clinical education sites and the problems 
and opportunities in their utilization for physical therapy education. 
Chapter 4 is devoted to the characteristics and functions of clinical faculty 
and the potential for faculty development. Chapter 5 reviews current theory 
and the factors that influence learning in the clinical setting. The evalua- 
tion process in clinical education is the subject of Chapter 6, and Chapter 7 
takes a look at the future. 

The tables which are most relevant to the text appear together in an end 
section of the chapter in which they are referred to. Other tables appear 
in Appendix D, one of the five appendixes to this volume. 

Appendix A is the list of references, already mentioned in the introductory 
note. Appendix B, which has its own list of references, is a separate docu- 
ment consisting of descriptive text on a set of proposed standards for a 
clinical education site, followed by an inventory as guide to their applica- 
tion. Appendix C features the maps., already referred to, and Appendix E 
comprises examples of evaluation methodology. There is a draft form for 
student assessment of the clinical center included as an example in 
Appendix B. 
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Table. 1.1 
"SOFT DATA" RESPONSE RATE 



Type of respondent Response rate* 



Clinical centers CN=1671) 

Basic physical therapy programs (?J=70) 
(certificate, bachelors, and masters) 

Physical therapist assistant programs tN=-27) 

Advanced graduate programs (N=16) 

On a campus with a basic physical therapy 
program (N=-14) 

On a campus without a basic physical therapy 
program (N=^2) 

Developing programs (N=8) 

All programs (116 of 121 programs responded) 



469 29 



69 


99 


25 


92 


16 


100 


14 


100 


2 


100 


6 


75 


116 


96 



Source: "Soft data," 1974 

*Response rates were calculated by tallying all the educational programs t^jat 
responded to any of 11 items. The response rates for individual items were 
not as high as the rates stated above and varied from item to item. 
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Table 1.2 
UNC-CH STUDY RESPONSE RATE 



Mailed Delivered* Usea Total 
Respondent Response 



eroup 




N 


N 


N 


%** 




%**** 


NG 




















Basic masters 


program 


50 


50 


33 


66, 


.0 


34 


68, 


.0 


Certificate program 


75 


66 


24 


36 


.4 


28 


42 


.4 


PTA program 




75 


65 


28 


43, 


.1 


28 


43, 


.1 


Baccalaureate 


program 


100 


95 


45 


47, 


.4 


47 


49. 


.5 


Total 




300 


276 


130 


47, 


.1 


137 


49, 


.6 


CC (total) 




400 


398 


250 


62. 


.8 


276 


69. 


.4 


CCCE (total) 




200 


199 


127 


63. 


.8 


136 


68. 


,3 


CI (total) 




200 


199 


140 


70. 


,3 


143 


71. 


,9 


ACCE 




















Basic masters 


program 


4 


4 


4 


160. 


,0 


4 


100. 


.0 


Certificate program 


6 


6 


6 


100. 


,0 


6 


100. 


,0 


PTA program 




12 


12 


11 


91. 


,7 


11 


91. 


7 


Baccalaureate 


program 


33 


33 


32 


97. 


,0 


32 


97. 


,0 


Total 




55 


55 


53 


96. 


4 


53 


96. 


4 



Source: UNC-CH study, 1975 

* Delivered = Number mailed minus number returned as undeliverable 

** Percent used = Number used 

Number delivered 

*** Total response = All responses, whether or not they were too late to 

be computerized 

**** Percent responding - Total response 

Number delivered 
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Chapter 2 



CONCLUSIONS AND RECOMMENDATIONS 
OF THE PROJECT ON CLINICAL EDUCATION 



INTRODUCTION 

Education in a health or helping profession such as physical therapy is de- 
signed to achieve the growth, development, and fulfillment of the individual 
student, while at the same time expanding that student's knowledge and in- 
structing him/her in ways to utilize the knowledge for the public good. 

The nature of the student as a learner, the nature and extent of the know- 
ledge, and the needs of society should coalesce in a curriculum designed to 
meet the responsibilities of the profession of physical therapy. A basic con- 
cern of the Project on Clinical Education has been to determine if these com- 
ponents are effectively integrated in physical therapy education and how to 
strengthen the fabric of education in the clinical environment. 

The deliberations of the task forces, a review of the literature, and data 
from various sources, including a University of IJorth Carolina at Chapel Hill 
(UNC-CH) study, all contributed to the Project's four basic topical areas 
which emerged as the framework for meeting the above broad purposes and the 
specific charges in the contract. 

The four topical areas are the clinical education site, the clinical faculty, 
the process of clinical education, and the evaluation process in clinical 
education. Highlights of the Project's conclusions and recommendations in 
each area are summarized here in Chapter 2 as Sections A, B, C, and D re- 
spectively* 
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A, THE CLINICAL EDUCATION SITE 



The first charge set forth in the contract for the Project on Clinical Educa- 
tion was to establish guidelines for the selection of clinical education sites 
for students In physical therapy, a change which includes describing the 
"current properties" of clinical centers with educational programs. A set of 
standards for a clinical education site in physical therapy was developed dur- 
ing the course of the Project's activity; these standards and guidelines for 
their use appear as Appendix B of this report. They are based not only on 
descriptive analysis of clinical education settings and curriculums , students, 
and the health care delivery system, but also on a review of social, educa- 
tional, and other factors relevant in effective development and utilization 
of clinical education sites for physical therapy. 

Chapter 3 presents and discusses in some detail the background materials from 
many sources that were available to the Project and formed the basis for de- 
velopment of the standards (Appendix B) and the conclusions and recommenda- 
tions highlighted below. The text is organized to include educational place- 
ment, employment location, and the distribution of physical therapy manpower; 
the development of new clinical sites; the changing relationships of personnel; 
the possible benefits of regional or master planning in the development and 
utilization of available resources; and the effect of affirmative action legis- 
lation on the placement of students in clinical centers. 

Physical Therapy Manpower Distribution 

Rzcomrtrnda^Uon: Studiz6 should fae made to doXeJtmLnz iacXou iniiuendng tha 
^va>t zmftoymtfvt situation OjJ new g^aduatoj^. 

It is an acknowledged fact that there is a maldistribution of health manpower 
in the United States. (^^H Most studies deal with physician practice loca- 
tions, but a few studies do indicate the severity of the maldistribution problem 
in physical therapy; among these is a study which indicates that 67 percent of 
Pennsylvamia ccaunties with populations under 25,000 have no physical thera-^ 
pists. TlW fwmula utilized in the Pennsylvania study considered the state s 
total number of practicing physical therapists, 964 in 1970, those counties 
with the highest number of persons per physical therapist (127,175) and those 
with the lowest (5,494). The authors then established an arbitrary ratio 
called "unfavorable" to describe counties where there were 30,000 or more per- 
sons per physical therapist- (Z?9) 

Soma 1975 information is also available on North Carolina. Of the 389 physi- 
cal therapists who reside and practice in the state, 229 practice in hospital 
settings and 264 in the more heavily populated, predominantly urban areas. Of 
the 100 counties in North Carolina, only 63 percent have physical therapists. 
Those without physical therapists are rural counties with low population fig- 
ures. (?73) Although data are not available from other states, it is be- 
lieved that in most instances the Pennsylvania and North Carolina stories would 
be repeated. 
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The causes of maldistribution can be attributed in part to students' back- 
grounds and personal preferences as well as to the nature of their education. 
It should be noted that in one federal publication. Trends and Career Changes 
of College Students in the Health Fields , physical therapists, occupational 
therapists, and speech and hearing therapists were described as having little 
interest in succeeding in businesses of their own or of assuming administra- 
tive responsibilities; if this is true, this fact alone would affect the new 
graduate physical therapist's selection of sites of employment, (225) 
Studies indicate that a physician or dentist will tend to practice in a com- 
munity that is similar in size and other features to the town in which he was 
raised. Proximity to family and friends and the quality of the public schools 
are frequent considerations. Recreational and cultural preferences may also 
figure in the decision of where to locate. {063, 218] 

The UNC-CH study, referred to at the beginning of this chapter, determined 
that approximately 65 percent of practicing physical therapists and 70 percent 
of physical therapist assistants associated with clinical education are women; 
furthermore, most students are undergraduates. It is apparent that figures 
for M.D.s are not directly applicable since medical students are primarily 
male postbaccalaureate students. There are presently no studies which show 
the influencing factors for the practice location choices of the female phys- 
ical therapy practitioners (married, single, divorced, or widowed); nor is 
there any study of the Influatices at work on the male physical therapy prac- 
titioners which affect their choice of practice location. These subjects are 
appropriate for future research. 

Studies of medical school graduates indicate that fears of being isolated from 
colleagues, and from the complete medical facilities with which students prac- 
tice, are factors in selection of practice locations. Concern is also ex- 
pressed about locating in areas where physicians are few, where case loads are 
heavy, where relief for vacations or sick leave is sparse, and confinement to 
the practice is stultifying. {204, 182) How much these factors affect the 
location of physsical therapy practitioners is not known. 

Another aspect of manpower distribution is the educational setting the physi- 
cian became accustomed to as a student. (237) With education occurring pre- 
dominantly in large medical centers — where large staffs, the newest in equip- 
ment, and both acute and exotic cases are the order of the day — it is not 
difficult to see that the graduate might have second thoughts about moving 
from these professional supports to a small center where facilities are not 
available for the kinds of patients he or she treated as a student. [204] 

As indicated by the findings of the UNC-CH study, the sites utilized for physi- 
cal therapy clinical education are almost always the hospitals and rehabilitation 
centers of the United States. Of the 130 new graduates who responded to the 
UNC-CH questionnaires, 63 percent are employed in hospitals or rehabilitation 
centers. Only 22 percent of them are in all other types of settings, including 
pediatric centers. A few are in the military or are continuing as students. Of 
the new-graduate respondents, 40 percent reported that they had had only one clin- 
ical education assignment that was not in a medical center, a hospital, or a 
rehabilitation center; that assignment was identified most often as a center 
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serving a pediatric population. Only 23 percent of the new graduates had any 
clinical education assignment other than in a hospital or rehabilitation cen- 
ter. Most physical therapy students have multiple affiliations, and it is 
easy to see that they continue to be educated in the hospital or acute-care 
environment, treating the horizontal patient in the majority of Instances • 

Different types of settings should be further utilized in physical therapy 
clinical education for students to learn how to function in a small service 
unit, or alone, or in community health agencies, public schools, small com- 
munity hospitals, mental retardation centers, and a host of other places where 
physical therapy services are currently limited or nonexistent, and where the 
majority of the American public is requesting its health care. Few physical 
therapists have become interested in administration or supervision. The fact 
that few ever received instruction in these areas while in school can explain 
their hesitancy, if not fear, of accepting responsibilities which are nor- 
mally a part of developing new community programs of physical therapy service. 
All these factors affecting manpower distribution should receive greater atten- 
tion from clinicians and educators at all levels. 

Development of Clinical Curriculums and Settings 

Curriculum change, in both content and design, is constantly impressive yet 
disturbingly slow, a situation that is not unique to physical therapy. Med- 
ical education has been forced to change by consumer demand expressed in con- 
gressional legislation. Physical therapy and other allied health disciplines 
have had little impetus from this type of external force, which makes it par- 
ticularly important that internal factors should motivate physical therapy 
educators to seek needed or desirable changes in curriculums. 

Courageous action is needed to initiate and accelerate adjustments in the in- 
ternal design of many phases of the curriculum—for our purposes la this 
Project ref)ort, those specifically affecting clinical education. It should 
not take 15 or 20 years for obsolete or static curriculums to feel the impact 
of major new directions in design, content, and delivery brought on by alert, 
well-informed faculty members. Changes brought on by intrinsic forces are 
preferable and more effective than those initiated by external forces, but 
where the first is lacking, the latter can be encouraged* 



RzcommzndcuUon: On-6Uz vli^AJtonJS, ioK zdtiaational accAzdUdtton punpo^u ^ 
should examine clo6ay io^ ob4o£e6cence in cuMZcuium^ ev^ence .outc- 

avUng thz need to expand thz Amgt and vaAiety oi cLa^caZ e.du<i(vUon 
and ZzoMnAjig expe^e>ice6. 

New curriculums should be prevented or strongly discouraged from being imple- 
mented when they are based on old models that are obsolete in serving the 
student or the consumer of our services. Existing curriculums should be modi- 
fied to meet current needs. 
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Ilzcomnmidation: Tenmzd appointimyvt6 , 6ubjzct to nz\)l2W and Aj^mwaZ, oaz nzc- 
omrmndzd ioK zducatLonaZ cdmcnL&t^uitou and dinzctou spzcLaZ componoyubs 
oi thz zduccutLonai pAogAam&, 6uch 06 ctiyUcaZ zducjOLtioYi and gnwdiiatz 6tixdiu. 



Those associated with physical therapy education shoxild continue to strive to 
be better informed of the current and future needs of society and more knowl- 
edgable about the most recent information on fundamentals of teaching and 
learning. Educators should use outside consultants from the field of physi- 
cal therapy education, public health, and other disciplines, and should sur- 
round themselves with teachers and clinicians of all ages and educational 
backgrounds who have vision, courage, and innovative ideas. 

Periodically, the opportunity for new vigor and enlightenment in education 
can be brought about by changes in leadership in key positions. The Project 
concluded that this can best be done by termed appointments, subject to re- 
view and renewal, of educational administrators and directors or chairmen of 
special educational units or committees. This recommendation is in keeping 
with recognized educational policies already in effect in other segments of 
the higher education community. 

Innovative and creative programs and stimulating faculty members with vision 
do exist in physical therapy, but they are not present in sufficient numbers 
to meet the needs of increasing numbers of bright, well-motivated students. 
Additional highly qualified faculty members for physical therapy educational 
programs might be recruited and retained more easily if they saw greater 
promise of future positions of responsibility through the rotation of chair- 
manships of key educational committees and other opportunities. Some of the 
more progressive clinical education programs are now benefiting a limited 
number of students, but weaknesses in the fabric of much clinical educa- 
tion still persist. 



RecoirwencfatconJ CtavioxiZ iacatty and 6tadznt6 4ikouZd fae moJvz, ZnvoZvzd In 
planning and Zmplzmznting phy^lcaZ thvtapvj ajMUcuZuM, InaZuuiing aZt pha^u 
0^ cZinlcaZ education. 



The participative process has proved valuable in planning and implementing 
curriculums. To maximize the contribution to be derived from a broad range 
of educational and service interests, those receiving the education, and those 
physical therapists directing the activities of practitioners should be in- 
volved on a continxiing basis in planning all aspects of the educational pro- 
cess. Clinical facility and students should have rotating or termed appoint- 
ments, subject to review and reappointment, on curriculum committees and task 
forces. A greater mix of persons with talents and interests might result, 
which would enrich both education and practice for longer periods of time. 
Curriculum committees should give attention to all of the factors that influ- 
er^ce clinical education — on a year-to-year basis, on a term-by-term basis, 
and on an assignment -by- assignment basis. 
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Re^conmindcition: Thz dzvoXopmmt oi cJUnlcaZ centeJU^ 6kould iocm on Q^uiatdA 
utLUzcuUon zxUting c£nt2JU>, zxpayulon oi the. IzoAnlng txp2JUzncz6 at- 
Azady avaitablz In tho^z cQ.nt2JUi, and thz- dzvUopmmt nou) cUnlcal 6lt^^. 



In order to expand the breadth and depth of clinical experiences, there should 
be greater utilization of those clinical centers currently affiliated with 
educational institutions which are known to offer quality ediucational experi- 
ences. This can be effected by reassessing the timing of st\£€ent asslrjmnents 
to the clinical center, making better use of the time afforded In the aca- 
demic or calendar year. Many of those centers which are not utllis^^i effi- 
ciently or are underutilized can reorganize their timetable and activities to 
accommodate increasing ntimbers of part-time or full-time students, as dis- 
cussed in Chapter 3. 

Many clinical centers have only one educational affiliation; opportunities 
exist for more contractual arrangements with educational institutions. More 
students can be assigned to those clinical centers which currently have a low 
student placenent. This can be achieved partly by in5)rovlng the quantity and 
variety of student learning experiences and by changing the ratio of students 
to staff wherever possible. 

Learning experiences offered in existing centers can be expanded and diversi- 
fied by recognizing and utilizing undeveloped opportunities. This should in- 
volve increased utilization of services in outpatient departments, in screen- 
ing clinics, and at patients' bedsides, and reducing the dependence on one- 
to-one treatment situations. 

There should and can be an increased opportunity for expanded learning experi- 
ences not related directly to patient care — activities associated with inde- 
pendent study, research, administration, teaching, consultation, and other 
skills desired for certain future careers as physical therapist or. phys- 
ical therapist assistant. These opportunities can be more clearly identified 
by studying the discrepancies between an educational program's educational 
objectives and learning experiences. Discernible gaps or weaknesses should 
be appropriately filled or corrected. A cross section of health care agencies 
can supply the diverse experiences needed by more students; students need not 
progress through these sites at the same rate nor receive identical experi- 
ences . 

If we truly believe that physical therapy has important contributions to make 
to the health care delivery system, it i- essential that more of our studehts 
benefit from the diversity and variety of agencies and patients available now 
to only a limited number. Information indicates that more resources are 
available than are being identified or utilized. 

New clinical programs should be developed in institutions or areas of need, 
programs designed to strengthen the texture of education and to accommodate 
larger numbers of students in nontraditional settings and less-utilized in- 
stitutions, for these are the entry points at which most Americans are enter- 
ing the health care system and receiving care at primary, secondary, and ter- 
tiary levels. 
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Basic Factors in Site Development 



The following factors, gleaned from all phases of this Project and discussed 
throughout Chapter 3, will influence the development of new clinical sites 
and the increased use of existing clinical centers. 

1. A belief that physical therapy is an essential service in health care. 

2. The vision of educators and practitioners. 

3. The initiative of educators and practitioners. 

4. The courage of educators and practitioners to change. 

5. Political factors involving public and private agencies and institu- 
tions, other academic institutions, and governmental units. 

6. Financial resources of the institutions or agencies for inauguration 
of a service unit. 

7. Compatibility and differences in educational and service philosophies. 

8. Availability of employment opportunities for graduates prepared to 
serve in selected situations. 

9. Curriculum designs and proximity to sites. 

10. The role of the physical therapist in some settings which may be dif- 
ferent from the usually accepted and acknowledged role or function. 

11. Legislation affecting the right to education. 

12. Consumer riglits to health care and related federal legislation. 

13. Insurance coverage for services to be rendered. 

Limiting Factors in Establishing a New Physical Therapy Service 

There are many opportunities for the development of new clinical centers in 
agencies and institutions where there is no physical therapy service. The 
development of physical therapy services in these institutions, as identified 
from several sources during the course of this Project, may be hindered or 
prohibited by any of the following factors. 

1. Physical therapy is not a priority service of the local program. 

2. Medicine, nursing, social work, or another service may be dominant. 

3. The agency has existed for a long period of time without a physical 
therapy service and does not recognize any need for one. 

4. The agency or institution was unable to fill a staff vacancy for so 
many years that the position was abolished. 

5. Physicians do not utilize physical therapy services enough to warrant 
staffing commitments. 

6. The expanded role of the nurse practitioner, the physician's associate, 
or other health professional has usurped part of the role of the phys- 
ical therapist. 

7. Failure of the staff at the potential clinical education site, or even 
in the educational institution, to recognize the rewards and shared 
benefits which could accrue. 

8. The center prefers continuous service for its clients and finds epi- 
sodic student placements and/or the presence of physical therapy 
staff and practitioners on an intermittent basis unacceptable. 

9. Financial resources are lacking for additional staff positions. 
10. New types of programs are in a state of flux and insecurity. 
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Limiting Factors in Utilizing an Existing Physical Therapy Service 



There has been little study made of the agencies or institutions which have 
physical therapy services but do not have educational programs. The Project 
concluded that the development of these services into clinical education 
sites may be hindered, prohibited, or influenced by a variety of factors. 

1. The request has never been made. 

2. Affiliation has never been considered by either the service or the 
center of which it is part. 

3. Either the quality of the services or the administration is not ac- 
ceptable to the educational institution. 

4. The center was once affiliated but the contract was not renegotiated, 
for any of a variety of reasons. 

5. There were unacceptable contract terms demanded by one of the parties. 

6. Practitioners do not desire affiliations, for any of a variety of 
reasons . 

7. The service commitment is not sufficiently developed in size to accom- 
modate more than one or two students at a time; therefore it offers 
only limited utilization. 

8. The center is available less than a full year, e.g., in the case of 
public schools. 

9. Distance from the parent institution is too great for good liaison 
for either a part-time or full-time affiliation. 

10. Affiliation at the center would prove too costly for the educational 
institution and the students. 

11. Benefits of affiliating with an educational institution are not recog- 
nized by the clinical center. 

12. Traveling time to reach selected types of out-of-hospital programs 
would usurp actual service time. 

Changing Relationships in Clinical Education 

Recommendation: VkyUdol thojuxpif pnjoiiUUonaU nzzd to zxeJicuz mojiz ^J^l- 
vldaat IrUZiativz to become ootiue changz agzwU In oJtAeJi to dxpand oK dnyjoZop 
clinical zduccution on. otiioJi typo^ o^ 4CAu^ce phCQHim. 

Major difficulties are encountered in the hesitancy of individuals to urge 
change in established relationships and programs. In efforts to maintain a 
calm or peaceful working relationship, or because of personal insecurity, 
many exercise undue caution in suggesting that modification might be benefi- 
cial in program format, content, and delivery of services. Practitioners may 
not consider it appropriate to approach educators, in a one-to-one relation- 
ship, to discuss concerns; educators may likewise be hesitant to speak 
forthrightly with practitioners to suggest or recommend new services, oppor- 
tunities, or approaches in delivering care. Sometimes uncomplimentary and 
nonconstructive suggestions may come from speakers or appear in articles or 
letters to the editor in the local press. Often these just produce defensive 
reactions, when perhaps the most appropriate or constructive approach^ would 
be to initiate personal dialogue with concerned individuals. 
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The responsibility for urging change should be shared equally, not only by 
educational administrators and directors of physical therapy services, but by 
every practitioner and educator who has concerns and suggestions to express. 
Constructive leadership is the obligation of all professionals regardless of 
their status. Appropriate mechanisms should be explored and utilized in or- 
der that all in physical therapy participate in needed changes. The Project 
task force members felt strongly about the recommendation made in this area. 

The following guidelines are intended to suggest possible processes by which 
those in all areas of physical therapy activity can become individual agents 
of change. These coimnents are directed to individual faculty members, edu- 
cational administrators, practitioners, and directors of physical therapy 
services. Input from the student is not neglected, and niethods of drama- 
tizing innovative programs are offered. 

Educators and Practitioners 

Educational administrators and faculty members can initiate activity that will 
bring about changed relationships with directors of physical therapy services 
and practitioners. Existing relationships can be modified or strengthened in 
several ways, 

1, Offering faculty time and personal services, 

2, Visiting the clinical centers regularly and informally, especially 
those developing programs in new areas of service and those which 
have no current educational commitment to basic education, 

3, Involving practitioners, not only alumni, in the work of the educa- 
tional programs — admissions, curriculum design, continuing education, 
research, teaching, and planning, 

4, Inviting staff of the clinical center to continuing education programs 
and supezrvlsors meetings sponsored by the educational institution, 
regardless of their degree of involvement in educational programs, 

5, Accepting non-physical therapy clinical instructors — public health 
nurses, social workers, institutional administrators, researchers, 
and directors of patient education centers. 

Educational Administrators and Faculty Members 

Faculty members should be encouraged to accept different types of learning 
experiences for students in existing clinical education centers and in new 
clinical settings. It is the responsibility of the educational administrator 
to offer primary leadership in this regard, but any alert faculty member, in- 
dividually or with the members of the clinical education committee, can intro- 
duce new approaches to existing programs by recommending: 

1, Inservice education programs, including visiting speakers, 

2, Literature reviews, 

3, Circulation of new literature or other informational materials, 

4, Routine rotation of committee assignments and job responsibilities 
among faculty and staff, 

5, Individual faculty input into the agendas of regular faculty meetings. 

The utilization of some of a variety of approaches can encourage faculty mem-^ 
bers to change their attitudes about their own roles — to see their activities 
expanded to include a combination of service, teaching, consultation, and 
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research. Faculty members should be encouraged to serve as consultants to 
clinical programs (they must first earn that role) and to serve as planners 
and participants in continuing education programs for practitioners, espe- 
cially those not routinely reached by most offerings or courses. In addition, 
they should be urged to exercise more leadership initiative in developing 
service programs . 

Practitioners and Educators 

Under the leadership of directors of physical therapy services or imaginative 
staff members, changes in roles and activities, similar to those described 
above, should take place. Practitioners " can encourage acceptance by other 
clinicians of different learning experiences for the clinical education of 
students. The same devices suggested above for use by the faculty members 
can be utilized. 

Staff members should be encouraged to change old attitudes on the role of the 
clinician, to regard the clinician as an educator and researcher as well as a 
practitioner. Educational administrators should be encouraged by the direc- 
tors of physical therapy services to select members of the service staff who 
have special expertise or interest to function as consultants or part-time 
faculty, or as participants in continuing education programs, either at the 
educational institution or sponsored by it. Practitioners should be willing 
to serve on committees at educational institutions in order to influence the 
structure of educational programs, and they should exercise more initiative 
and leadership in identifying unmet physical therapy service needs to educa- 
tors. 

Both educators and practitioners can help to stimulate desirable change by 
dramatizing innovations in clinical settings and educational experiences. 
Speeches at educational chapter or district meetings of professional asso- 
ciations, publications in newsletters and journals, and newspaper articles 
(e.g., highlighting students on unique assignments) can communicate the 
message . 

Student Input 

The student may also be a change agent and may initiate the development of a 
new clinical education site based on conviction that a segment of society 
needs additional physical therapy services, or because of a special interest 
in an aspect of physical therapy service not currently available for clinical 
education placement. The student might identify a specific clinical center, 
institution, or agency which is not currently contracted to the parent educa- 
tional institution. Once the desired clinical center has been identified by 
the student to the academic coordinator of clinical education (ACCE) , the re- 
sponsibility for initiation of contacts and developing relationships and 
agreements, as well as assignments, rests solely with the ACCE, not with the 
student . 
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Planning Needs for Clinical Center Utilization 



Rzcorm^ncla;tLon: Rzgionat ok mastOJi pZayiyUng ^OA. thz uutiZizcvtLon cLLnicaJL 
tduccution 6^teJ> 6houZd 6e 6tudizd and a pW)t pAjOjzct inpj^zmntzd. 

While many educators are bemoaning the shortage of adequate clinical centers 
for the education of students, several situations exist which contradict their 
contention about shortages. As shown in Table 3,5 in Chapter 3, more than 
60 percent of the more than 1600 clinical centers which assist in educating 
students are affiliated with only one educational institution; fewer than 3 
percent are affiliated with more than six educational institutions. Large 
nuniers of affiliated clinical centers receive students only during periods 
of less than four nonths of the year; in a few of the centers, students are 
accommodated during eight months or more a year. Four students, or fewer, 
are usually accommodated by the clinical centers at any one time. 

Only 15 percent of the hospitals of all sizes in a sample of states which the 
National Center for Health Statistics has identified as having physical ther- 
apy services are utilized as clinical education sites. The others do not 
participate in clinical educational activities, due perhaps to lack of initi- 
ative, lack of Interest, quality of program or staff, or other unknown fac- 
tors. Hundreds more do not even have physical therapy services. Only a few 
nursing homes and specialty hospitals, such as centers for the mentally re- 
tarded and for the blind and deaf, are affiliated with physical therapy pro- 
grams. As for private practitioners, sports medicine programs, and community 
health programs in urban or rural areas , only a few have physical therapy stu- 
dent programs. Educators report inadequate clinical education development at 
these sites, as well as those for general pediatric experience. Clinicians 
and educators alike can initiate activity in any one of these areas of need. 
Perhaps greater and faster gains can be made by coordinated group activity at 
a state or regional level to help alleviate the deficiencies. 

Initiating the Planning Activity 

The following approach is recommended by the Project on Clinical Education. 
The officers of the Section for Education of the American Physical Therapy 
Association (APTA) should assume the responsibility for initiating a regional 
or master plan for the utilization of clinical centers; one academic coordina- 
tor of clinical education (ACCE) and one center coordinator of clinical edu- 
cation (CCCE) from each of the regions of the Section should be appointed to 
an original task force. This task force should be charged with gathering in- 
formation and designing the methodology for meeting the objectives as listed 
in this report. Once the methodology has been determined, the original task 
force should then dissolve in favor of regional or state planning committees. 

The regional or state planning committee should consist of ACCEs and key CCCEs 
from both large and small centers. If a regional health service agency or an 
area health education center exists in the state or region, representatives 
from those programs should be invited to participate in the discussions. Phys- 
ical therapists who have developed services in areas of need should be in- 
cluded as special consultants. 
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Objectives of a Regional Planning Coimiiittee 



These should include: ^^^^^ ^ j 

1. Better utilization of clinical centers that are currently affiliated 
with educational programs for physical therapy students. 

2. Elimination or stibstantial reduction of the competition between edu- 
cational institutions and clinical centers for placement of students. 

3. Identification of the common needs of the various academic programs 
for different types of clinical centers, such as those in pediatrics, 
public health, rural health, and the public schools. 

4. Identification of alternative sites for clinical education, e.g., 
areas where people are underserved and need exists for a broad range 

of programs . , . ^ 

5. Joint planning in developing clinical education centers needed in rub- 
ral areas, urban ghettos, psychiatric centers, public schools, chronic 
disease hospitals, and private practices as well as in hospitals, 
nursing homes, and other health facilities where no students are cur- 
rently affiliated for educational purposes. 

6. Expansion of learning opportunities within the clinical centers where 
affiliations already exist. 

7. Exploration of the possibility of a regional resource center for re- 
prints, audiovisuals, and books which would help stimulate clinical 
staff in locations where access to library facilities is limited 
(including the identification of interlibrary loan possibilities and 
the development of a reprint loan file or audiovisual materials). 

8. Establishment of consultation services or a plan for staff from uni- 
versity or college centers to visit regularly in underdeveloped areas 
where few physical therapists are functioning and where needs for 
clinical education are great. 

Implementation Activities 

The planning committee should: 

1. Design and distribute a master calendar for clinical education based 
on the schedules for placement of part-time and full-time students, 
the number of students involved, and the list of clinical centers af- 
filiated with educational programs. 

2. Prepare a master list of all affiliated clinical centers in the state 
or region, the months they reserve for student assignments, the num- 
ber of students they are currently accommodating, and the largest num- 
ber of students they could accommodate during any one time period. 

3. Identify the clinical centers which appear underutilized. 

4. Study materials from the National Center for Health Statistics on the 
facilities in the region to note nonutilization of hospitals, nursing 
homas, and other health care facilities, and those known to have phys- 
ical therapy services as well as those with no physical therapy ser- 
vices . 

5. Identify areas that need clinical centers and plan strategies to ex- 
plore how to develop programs in those areas, e.g., in the mountains 
and other rural areas, migrant labor camps y public schools, early in- 
tervention programs, screening programs, local health clinics, group 
medical practices, and sports medicine programs. 
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6* Determine why in some centers clinical education programs do not ex- 
ist or are underutilized (or the agency is unwilling to have a stu- 
dent program) . 

7. Appoint task forces to work toward development of new sites in spe- 
cific areas of need. 

8. Investigate the learning experiences and internal design of clinical 
education experiences in clinical centers already under contract in 
an effort to identify untapped or xinderutilized learning experiences 
in outpatient clini<^;^>^ home-care programs, neonatal programs, cardio- 
vascular programs^ administration assignments, teaching assignments, 
and other types hi needed learning opportunities. 

9. Facilitate an ^?3ichange of staff from clinical centers to academic in- 
stitutions^, a reverse assignment, in order to increase the appre- 
ciation ai? clinicians for the academicians * work and the appsri^ictciitivva 
and knc^^'iedgc-^ of the faculty members for the work of the cliv'ilci;=ias . 
Contir-cing education experiences could also be provided and other re- 
wards, as discussed in Section B of the present chapter. 

Affirmative Action in Clinical Education 



RzcorrmndatLon: Thz 6QZec;tion cZLnlcat czntoM io^ /student aSi6lgnnmt6 
4^hoiitd be studied ujWi ^pect to ai^Otmativz acJxon lZQU>latlon. GiUd^JUnu 
should 6e ptzpoAzd ^OK u6z by aaxdzmid coondbuxton/^ oi cUrilacdi cdacatLon and 
c^yvtoji cooAdLnaZoA6 oi ctiyiicaZ zdiicjotion. 



Although there is currently no material on affirmative action in the physical 
therapy, nursing, or medical education literature, it is obvioxis that imple- 
mentation of af finnative action programs by colleges, universities, health 
agencies, and institutions has complex ramifications for those responsible 
for the clinical portion of the educational process. The lack of published 
'5.9t:?'rial should not be construed to mean that physical therapists do not have 
eocsnitrntnt to the intent of affirmative action legislation. 

In the 60s and 70s, federal legislation was enacted in response to the demand 
in several areas for equal opportunity. Particularly important are the Civil 
Rights Act of 1964, the Equal Opportunity Act of 1972, the Higher Education 
Act of 1972, and Executive Order 11246 as amended by Executive Order 11374. 
Executive Order 11246 embodies the two major concepts which explain much of 
the intent of equal opportunity legislation — nondiscrimination and affirma- 
tive action. Most programs on college and university campuses are designed 
to comply with these concepts under regxilations administered by what is gen- 
erally referred to as an institution's affirmative action program. 

The ACCE should be familiar with this federal legislation and the educational in- 
stitution's program of conqpliance. The ACCE should disseminate this infor- 
mation, and conduct group workshops or individual meetings with all directors 
of physical therapy services and CCCEs. The ACCE should insure that all co- 
operating clinical centers do not knowingly discriminate on the basis of sex, 
race, color, religion, or national origin, either for their staff personnel 
or student acceptance and assignments. 
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New contracts should be carefully designed, and old ones reviewed, to prevent 
or eliminate any elements of unequal opportunity or discrimination. Some 
common practices which might be interpreted as discriminatory are instances 
where facilities house female students but not male students, or where the 
work schedule of a physical therapy service conflicts with a student's reli- 
gious observances. The ACCE should make certain that there are no unequal or 
restrictive learning experiences for any individual or group of students, and 
should also scrutinize each student's evaluations from the clinical center to 
ascertain if there has been fairness on the basis of the student's sex, race, 
and marital status- 

A Final Word 

This concludes the highlights on the clinical education site, as they emerged 
throughout the Project on Clinical Education in Physical Therapy. A detailed 
discussion of the subject matter appears in Chapter 3, and relevant tables 
appear in Appendix D. The Project developed a number of maps that are of 
particular interest in considering the utilization patterns of clinical cen- 
ters; Appendix C features the maps. As mentioned at the beginning of this 
section, the Standards for a Clinical Education Site, along with guidelines 
for their use, are presented in Appendix B. 
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B. THE CLINICAL FACULTY 



The work of the task forces, review of the literature, and study of the "soft 
data" and the results of the UNC-CH study have led to one basic conclusion of 
the Project on Clinical Education. It is that there should be identifiable and 
well-qualified clinical faculty in physical therapy who have unique responsibil- 
ities and special expertise which all practitioners cannot be expected to 
possess simply because they are clinicians. This premise is the basis for the 
recommendations included here in Section B. 

Recoranendations generally applicable to all clinical faculty members appear 
first. Following these are recommendations specifically applicable to clinical 
faculty members who are the academic coordinator of clinical education (ACCE) , 
the center coordinator of clinical education (CCCE) , and the clinical instruc- 
tor (CI). Guidelines for a clinical faculty development plan are then set 
forth, and the section ends with a summary of Project conclusions on rewards 
and incentives. 

All Clinical Faculty 



RzcormzyidaXlon: Atl ctinicaJi iacjuLty mmb2M 6houJid havz thz /lUpoyuib^ZLtiu , 
akcUicictQJuJitLci6 , and ^uncXioyu OMmoJuutzd bzlM: 



1. They should be interested in and committed to clinical education. 
Sensitivity, flexibility, enthusiasm, and respect for each other 
and their students should be evident in their work. 

2. They should have knowledge and skills in the areas of counseling, 
communication, and interpersonal relations. 

3. They should be aware of the concept of "role model" and understand 
its implications in clinical education. 

4. They should be actively involved in continuing education as both 
teachers and learners. 

5. They should all be involved in planning for clinical education; 
this includes: 

a. Delineating in writing objectives for a variety of learning 
experiences. 

b. Organizing activities to accomplish those objectives, 

c. Identifying experiences unique to each center which may broaden 
or change the clinical education program at that center. 

6. They should each be involved in a multifaceted process for evaluation 
of the clinical education program, as discussed in Section D of this 
chapter. This includes evaluation of the student, the CI, the CCCE, 
the ACCE, the clinical learning experiences, the clinical center, and 
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the entire clinical education program. All clinical faculty should 
be involved fc: each phase, and self-evaluation Is a significant part 
of the process for each clinical faculty meniber. 



Rzcommndat/ jn ^ Each oZJuiicaZ iacutty mmbeJi shouM havz a job dz6cAlption 
which Az^tcts thz actual dwtJz6, iunctioyis, and authofutxj oi thz po6lXlon. 



A job description should accurately describe the duties and authority of each 
clinical faculty member. Time allotments fox the various functions and the 
interrelationships of personnel should also be described. The job description 
should be shared with other personnel as one means of clarifying job respon- 
sibilities. Before an Individual is eii?)loyed, he or she should review the job 
description for the position to comprehend the scope of responsibilities in 
the position. Clinical faculty should review their job deficriptions annually 
as a means of updating the document and reviewing their performance. 



Rzcomzndation: MZ cUnlcaZ iacuJUy mmbeM 6houZd be a^6aA.zd oi kzcoqyuXIoyi 
and adminUtrntivz 6wpponZ ioK thoAJi cJLLnlaxZ exiucatlon acZivltLz6. 



The clinical faculty member has several areas of responsibility. He or she is 
not generally hired solely for duties associated with clinical education. The 
ACCE may be the only person with primary job responsibility in clinical educa- 
tion In the educational institution, but even the ACCE often has other func- 
tions. The variety of duties and functions must be recognized by the admini- 
stration of both tfee plhysical therapy service and the clinical center as a 
whole, and allowances must be made to assist the clinical faculty member in 
performing duties. This is especially evident at the clinical education site 
where the primary function is seldom educational. 

Time must be scheduled for the clinical faculty to plan learning experiences, 
schedule students, attend faculty meetings and short courses (or other contin- 
uing education programs), and to counsel with students. These activities are 
not always considered a part of the duties of clinical center employees and 
are often not planned for by it. Since the time Is not allotted for these 
activities, they are either done hurriedly, overlooked, or done after hours. 
None of these alternatives is desirable. 

A financial commitment to clinical education is also indicative of administra- 
tive support. This could take the form of funding for continuing education or 
purchasing educational supplies for the faculty to use with the students (see 
also the discussion of rewards on page 2-25). 



EKLC 



RzcjomfLndtvUoYi'. MJL cUnlaal iacxiUy mmbzn/> ihoutd be. kncMledgabU about the. 
ejdkcjatioYiaZ pioQfum and iti> obje.cttve^. 

The clinical education curriculiun should be designed around a set of objectives. 
The importance of insuring that everyone know these objectives cannot be ^ 
stressed too strongly. There must be agreement about the reason for a student's 
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presence in the clinical education center. Without this understanding, the: 
student will be caught in a confusing mix of unrelated experiences, and 
valuable time will be wasted. The faculty from the educational program must 
take the responsibility of disseminating the objectives of each learning ex- 
perience, and input into setting those objectives should be solicited from 
the student and the center. 

The ACCE 

RzcormzndcuUon: Thz mcUn iunoXlon oi thz KCCE should bz to pfiovldd compnzhon- 
6ivz plaming and doizctton ^on. dUydcMt zdacaZLon. 

The ACCE is considered a member of the clinical faculty and is the coordinator 
of the entire clinical education phase of the curriculum. In that capacity 
the ACCE has many responsibilities including but not limited to the following: 

1. Maintain and develop interagency relationships and liaison between 
the academic institution and the clinical center. 

2* Coordinate regional planning for clinical education with other ACCEs 
and CCCEs. 

3. Plan and implement the clinical education curriculum. 

4* Develop both the adininistrative and educational roles of the ACCE. 

5. Coordinate and/or develop the^ evaluation process for the entire pro- 
gram of clialcal ^ducatlc?T\ for the educational institution. 

6. Support andi assist oth.er cliulcail faculty members in performing 
their clinlical edracation xesponsiLbilities. 

7. Assess the meed for coatinuJng education for the clinical faculty 
and plan prog^ra^as to meet those needs (both for the group and for 
individuals) . 

8. Maintain current, i^p-to^dal:^ records pertinent to clinical education 
including the following S 

a. Clinical cerjter and clinical faculty evaluations and reassess-- 
ments. 

b. Contracts between educational institution and clinical center. 

c. Background data on clinical center for use by students in choosing 
clinical education centers. 

d. Utilization of clinical centers by students. 

e. Plans for and activities in clinical faculty and clinical center 
development • 

f. Correspondence related to clinical education responsibilities. 
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ntcommmdation: Th& ACCE ihouZd have, had expe^ence zUhtn. a. CCCE ofi a 
CI [pfiziQAably both). 



Experience as a CCCE or a CI is a recommended qualification for the ACCE. 
Many of the duties and responsibilities of the ACCE are directly related to 
the CCCE and CI and their unique potentials and problems. Without prefviouff. 
experience as a CCCE or CI, the ACCE would have difficulty identifying with 
members of this group and would almost assuredly lose some degree of credi- 
bility with them, which would tend to make the ACCE's functioning, already 
difficult and complex, less effective and more difficult. 



RzcormzndouUon: Tkz ACCE ihouZd have, an advanczd degree mWi advanczd pfiz- 
poJiatlon In tkz oAzai oi zdacnUon, counseUng, admiriUtAwUon, and ^eJvpzn.- 
i>onaZ. cormuyiicaZion. 

The functions of the ACCE are varied and require many areas of special prepar- 
ation. The examples of functions enumerated in the first recommendation for 
the ACCE suggest the many talents required. In order to carry out the respon- 
sibilities effectively, advanced preparation seems mandatory. A background 
in education is useful for planning and developing both the student clinical 
education program and the clinical faculty development program. Counseling 
skills and experience are helpful in dealings with students and clinical 
faculty members. Administrative background is essential in the areas of pro- 
gram planning, contract negotiation, development of new clinical centers, and 
general coordination of the entire clinical education phase of the curriculum. 

Communication is the crux of the success of the ACCE in the clinical education 
program, for virtually everything this person does requires communication with 
someone or some group. If the two-way flow of information is stopped or im- 
peded at any point in the process, the program may suffer. The ACCE must De 
able to evaluate a person, student or instructor, identify weaknesses, develop 
a plan to overcome those weaknesses, and motivate that individual to, follow 
through on the plan. To accomplish these tasks, particularly in view of the 
high degree of threat they may imply, a great deal of skill in interpersonal 
communication is required. The Project task forces felt very strongly about 
the importance of free, two-way communication, recommending a direct relation- 
ship between the ACCE and the CI, of course with the CCCE's knowledge. 

RzcotmzndaXA,on: Thz ACCE should pfwvidz izzdback obtalnzd thwiigh tkz cUvu,- 
cjol zduccuUon zvaivuvUon pKoce^-i to tkz acadzmic iacuUy, thz cUyucal cznXzA 
6tal^, and thz 6tudznt. 

The evaluation process serves no useful purpose if the results of the evalu- 
ation are not made known and utilized to benefit the people and the program. 
The responsibility for collecting, disseminating, and interpreting the results 
of the various evaluations that are performed belongs with the ACCE. Summaries 
of the evaluations of and by the clinical center or the clinical faculty, as 
well as the student, should be prepared at appropriate times (e.g.. end of 
semester or quarter, end of affiliation, annually) and sent to the evaluatee. 

2-18 



57 



The results of the evaluations can then be utilized in the many ways discussed 
in Section D of this chapter and in Chapter 6. 

RecOOTnendotion: Tfie ACCE should maintain ctinicaZ 6fiUZ6 and an aiJ0aAzm66 
cwuiunt tfiznd^ in pky6icaZ theJiaptj. 

The ACCE is responsible for developing a clinical education plan which will 
prepare students to practice physical therapy. In order to do this the ACCE 
must have an accurate, up-to-date view of the field of physical therapy. 
Awareness o£ current trends in physical therapy has a direct influence on the 
ability of an individual to devise a program to prepare future practitioners. 
Clinical skills must also be kept up-do-date. 

The CCCE 



Rzcormzndation: T/ie moZn function thd CCCE should be thz dzveZoprmnt and 
cooAdinaZion cZinicaZ zducjJuUon ojt tkz ctinicaZ zdacation 6itz. 

The CCCE has the main responsibility for the clinical education activities at 
the clinical center. Many varied duties are involved in that function. These 
include, but are not limited to, the following: 

1. Having the authority (delegated from the Director of the Physical 
Therapy Service) as well as the responsibility for clinical education. 

2. Developing and/or maintaining liaison with academic instit^ition(s) . 

3. Separating and developing the educational and administrative respon- 
sibilities of clinical education for the CCCE and the CIs. 

4. Delegating responsibilities for clinical educatiom to those persons 
who are most interested, willing, and able to function in the needed 
roles. One person does not need to fulfill all roles, but one per- 
son must be responsible for all roles. Appropriate responsibilities 
should be delegated to the CI. 

5. Providing overall supervision of the student in clinical education 
activities, including assigning the student to the CI, arranging 
patient care and other experiences for the student, and arranging 
physical therapy and other experiences for the student. 

6. Supervising CIs in clinical education activities. 

7. Either designing or implementing a program of faculty development for 
the center or assisting the ACCE in implementing a master plan de- 
signed at the educational institution. 

8. Identifying and developing, with the ACCE and the CI, learning exper- 
iences appropriate for the clinical center and the students. 
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9. Assisting in recruiting, orienting, and training the CI in the 

clinical education aspects of the position. This is a particularly 
important function of the CCCE. The CI must receive some special 
introduction to the program of clinical education at the clinical 
center. The educational objectives, special procedures that the 
student must follow, constraints or allowances specifically applic- 
able to the student, and any other idiosyncracies of the clinical 
center must be known by the CI. The CCCE is the individual respon- 
sible for conducting the orientation. 

Recommendotcon: The. CCCE nzzd not have, an advanced deg/ie-e, amoagh one U 
definable SUi-AjnpMX}vement thfiough con^vucng edacaUon aj> nzcoimended, ana 
cjompUmcA.ZL In the aJULa& oi adminl&tnation, cUnlcal eduavUon, dcvzMe. type^ 
oi patient ca/ie, and 6uf)eJLvl&lon &houM have been demons tnxiZed. 

The responsibilities of the CCCE demand diverse talents. These can be obtained 
through experience, independent study, higher education, and continuing educa- 
tion. Competencies in the basic areas of administration, patient care, ^clini- 
cal education, and supervision appear to be the foundation for the CCCE s func- 
tioning. 

In addition to these areas of competency, the CCCE should exhibit the charac- 
teristics of tact, organizational skill, and good interpersonal communications. 
These characteristics should facilitate execution of the responsibilities of 
the CCCE. 



The CI 



ERIC 



Rezormendatlon: The maU cZiyUcaZ education iuncXxon oi the CI ihouU be the 
In^tmcjUon and 6upeJivli>lon oi 6tudenti^ In the cUnlcaZ educatA.on expejuence.. 

The clinical education experience "occurs" between the student and the CI. 
The main function of the CI in the relationship is the instruction and super- 
vision of the student. To create optimal learning experiences the CI should 
allow the student the freedom to explore a variety of experiences in addition 
to patient care, create an atmosphere in which ideas can be explored and 
questions asked, provide immediate feedback to the student about performance, 
and confer with the student regularly. 

In all of the dealings with the student, the CI should be aware of the learning 
processes which are occurring (see Section C of this chapter and Chapter 5). 

JlecoimendatLon: The CI should be a quaUiled ptioie^&lonal mth at lea&t one 
yeaJt oi expeJtlencz, Including 6ome 6up2Jivliony and teaciu.ng expeJu.ence. 

Many of the skills required of a CI can be acquired through experience. Some 
persons with less than the recommended one year of experience may also exhibit 
the necessary abilities and should not be overlooked simply because of a current 
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lack of experience. Often the benefit of a fresh, enthusiastic outlook can 
be more beneficial than any amount of experience. It should also be noted 
that experience, of itself, assures nothing in the way of special skills or 
characteristics. 

The CI should exhibit a positive attitude, an openness to suggestions and 
questions, and a willingness to share information with others. Since the CI 
will be functioning as a role model in the clinical setting, he or she should 
also be a good clinician. The CI should be 'committed to self-improvement 
through continuing education or advanced study. 

He^commndcvtLon: An oAA.e,yU(JutLon oiid tnjounlnQ pAog/um ion. tkz e,ducationaZ nz- 
6pon&lbyiZUlU oi tiid po^Ajtlon oi CI 6houZd bz dzvdiopzd and ail CU should 
poiitiQA.patz Zn aX. 

Generally, a practitioner is not well prepared, at least not in any formal way, 
for the role of a CI. Since the role of the CI in the process of clinical 
education is so important and the individual is being asked to function outside 
the areas of his or her primary training, it is essential chat orientation and 
training activities be provided and that they are taken advantage of. This 
program should contain the educational principles upon which clinical education 
is based and the specific objectives of the program of clinical education to 
be addressed at that specific clinical center. Any "house rules" or practices 
particularly pertinent to that center should also be presented. 

Clinical Faculty Development 

One charge in the contract for the Project: on Clinical Education was to prepare 
guidelines for development of current and future clinical faculty. The recom- 
mendations and conclusions presented here satisfy that charge in part, but 
program-design considerations ate also relevant; these are discussed in Section 
C of the present chapter and in Chapter 5, which deal with the process of clin- 
ical education. The basic ::encts of program desigp remain the same vhether 
the program ic designed for phyaical therapy students or clinical faculty in 
physical t^erapy^. To avoid redundancy, the Project's conclusions and recom- 
mendations raL-?ted to program desi^^n a'ld development and included in Section C 
are not repeated here. The reader is urged, however, to consult that section. 

He,comie,ndcutCon: ThoJid 6houZd be, a jointly ongrmlze,d plan faculty dzxjdiop- 
mznt and /unpKo\jQjnznt, ba^e,d on 6ound pAAJxcipZ^t oi contimttng zducatLon and 
adiitt ZaoAning, ana do^igmd to rrezot thz nzzdJb oi acadmic and cZinlcjaZ pA.o- 
gnjam axid oi the, IndUvldkiaJU Invotvtd. 

The purpose of clinical faculty development in physical therapy i.s to improve 
the existing clinical faculty, to develop new clinical faculty, and to identify 
and encourage practitioners to become clinical faculty members. The underlying 
assump*:ion of that statement is that improving the clinical facult:y will im- 
prove the educational process in which the atudents are involved — ultimately, 
therefore, improving patient care. 
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Objectives for Clinical Faculty Development Programs 

1 Purpose of having objectives: Objectives are utilized in designing 
and developing the clinical faculty development program, determining 
the teaching methods to be used, and assessing both the program and 
the learner, the clinical faculty member. 

2. Sources of objectives: Objectives can be identified by either the 
planner or the learner involved in the program. Ideally both of them 
are involved in the planning and objective-setting process. These 
individuals can utilize several different means to identify objectives, 
including impressions, information, and data abstracted from: 

a. Medical record reviews. 

b . Interviews . 

c. Observation. 

d. Surveys. 

e. Requests from the target population for topics to be covered. 

f. Self-assessment. 

g. Patient care audits. 

All of the above can be utilized either on an informal or a formal 
basis. For instance, a survey can be carried out "by a formal, well- 
developed questionnaire or simply by feedback from group discussions 
with the clinical faculty foir'whom the program is to be developed. 

3. Content of objectives for faculty development programs: Several 
areas of expertise have been identified as important for the clinical 
faculty. Logically these are the areas that a faculty development 
program should concentrate on. These areas include: 



a. 
b. 

c 



Communication skills (including counseling and guidance). 
Educational theory (learning theory and teaching methods). 
Administrative skills (including planning and supervision). 

d. Interpersonal relations. 

e. Group process. 

f. Physical therapy theory and practice. 

g. Handling student failure. 

h. Health care planning and delivery. 

i. Psychology and sociology. 
Unique aspects of clinical education. 



2 



Learning Experiences for Clinical Faculty Development Programs 

The Handbook for Physical Therapy Teachers states that a learning experience 
involves "a learner, an objective for the learner, a situation devised to 
produce a response that contributes to the objective, a response by the stu- 
dent, and reinforcement to encourage the desired response. (077) 



1. Identification of learning experiences: The following remarks re- 
garding the adult learner should be kept in mind when identifying 
learning experiences for a clinical faculty development program. 
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a. The learner must have an opportunity to practice desired 
behaviors. (755) 

b. The learner must have access to appropriate learning materials. 

[155] 



c. The learner must be actively involved in the learning process. 
Techniques stressing active participation of the learner include: 

i. Small group work, 

ii. Participation in developing a tool. ^\ 

iii. Use of simulations. 

iv. Teaching what has been learned to someone else. 

V. Working with students, 

vi. Developing case studies, 

vii. Use of self-instructional materials, 

viii. Self-evaluation, 

ix. Games, role playing. 

X. Practice, 

xi. Observation followed by discussion, 

xii. Computer-assisted instruction. 



The technique of instruction utilized should, of course, be com- 
patible with the objective of the experience and the learning 
style of the participant. 

2. Selection and sequencing of learning experiences: When organizing 
a clinical faculty development program the following principles can 
be helpful: [155] 

a. Learners must be motivated to change their behavior, when change 
is desirable. 

b. Learners must be aware of the inadequacies, if any, of their 
present behavior. 

c. Learners must have a clear picture of what desirable behavior to 
adopt. 

d. Learners must have an opportunity to practice that desirable be- 
havior. 

e. Correct behavior must be reinforced. 

f. Appropriate teaching materials must be available. 

g. Learners must be actively involved in the learning process. 



Implementation of Clinical Faculty Development Programs 

1. Clinical faculty development programs should be presented in the form 
of inservice education programs, workshops, or continuing education 
programs that last less than five days and have a minimum of ten 
contact hours. This does not negate the important role occupied by 
independent activities such as reading journals, utilizing library 
resources, and completing self-instructional materials in a well- 
planned program of faculty development. Formal graduate education 
is still another component. 
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Clinical faculty development programs should be open to all current 
clinical faculty as well as practitioners who are not involved in 
clinical education. By opening programs as well as other clxnicai 
education activities to nonclinical faculty practitioners, a larger 
pool of interested persons may be developed. 

2 Faculty development programs should be available from several sources, 
including the educational institutions, the clinical education center, 
the Section for Education, the APTA (national, chapter, and district 
levels), and other national professional organizations. 

3. Programs for clinical faculty development should award continuing 
education units (CEUs) . 

4 Clinical faculty members must be allowed time to develop their clini- 
cal education skills. Practitioners who are not clinical faculty 
menibers should be encouraged to learn about clinical education. 

5 Funds should be provided from either the educational program or the 
clinical center for clinical faculty development activities. 

6. Regional and/or national planning could provide efficient use of 
resources for the purposes of faculty development. This planning 
could logically be the responsibility of the Section for Education 
of the APTA. 

Evaluation in Clinical Faculty Development Programs 

Evaluation of the program of faculty development should be an integral part of 
the design of that program and can be utilized to determine objectives for 
future programs, to evaluate participants (before the program, immediately 
after the program, or at a longer follow-up interval), and to provide the in- 
structor and program-planner feedback on their performance and the effective- 
ness of the program. 



Responsibility for Clinical Faculty. Development 

Clinical faculty development is a joint responsibility of all persons or groups 
involved in clinical education-the educational program, ""I 
tion center, and the individual clinical faculty members. The ACCE and CCCE 
should assume the responsibility for organizing and coordinating continuing 
education opportunities for the actual and prospective clinical faculty members. 
The responsibility for attendance, however, remains with the individual faculty 
member. Included in the responsibility for continuing education is the respon 
sibility for continually assessing one's own level of functioning. This pro- 
cess of self-assessment can serve two important purposes—identifying an indi- 
vidual's strengths and weaknesses and, more importantly, increasing the 
commitment to the entire process of continuing education. 
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Recruitment of New Clinical Faculty 



A conscious effort should be made by all clinical faculty members to recruit 
new clinical faculty members. This can be done by inviting practitioners to 
participate not only in the clinical faculty development programs but also in 
the planning phases of the clinical education program. 



Rewards and Incentives 

The large increase in the number of clinical education sites over the past few 
years has increased the clinical faculty's awareness of the costs and rewards 
of clinical education. Identification and acknowledgement of the costs has 
led to a need for an increased commitment to providing both tangible and in- 
tangible rewards to the clinical education center and clinical education faculty. 
The Project on Clinical Education's recommendation and conclusions on rewards 
and incentives appear below. 



Rzcx)mmzndcution: Tkz zduccutionaZ pAog/tm and thz cZLnicuit dzntoJi 6houZd mgo- 
tiatz thz bzm^it6 that thz czyvteji ami ^ ^taU ^^oUJi kzzqavz. Tkz zdacjouUonaJi 
pKognam should acczpt ajU KupovUilbiJUty to pKovldz tkz dibiicjoUL zduccution 
czntz/L and ^ 6ta{^{^ tanQlblz /irnoAds ioK thoAA paAtlciipatlon Ivi tkz dUyuLcaZ 
zducxvtLon pKOQKam. 

The rewards are intended to recognize good performance and provide thanks as 
well as offset the disadvantages and difficulties the clinical center encoun- 
ters in participating in the clinical education program (e.g., lack of staff 
privacy, loss of patient contact, loss of time). Tangible rewards for clinical 
education to either the clinical faculty or the clinical center may include 
free continuing education programs, tuition rebates for formal coursework, 
faculty consultation to the clinical center, travel costs to meetings, academic 
appointments and privileges, use of the campus facilities of the educational 
programs, loan of equipment from the educational program, interlibrary loan 
privileges, research assistance, salary increase due to increased job respon- 
sibilities, increased departmental income from student services, improved 
services attributable to student input, recruitment and hiring benefits to the 
center, and coverage for vacation and sick leave by academic faculty. Direct 
monetary reimbursement to either the clinical center or the clinical faculty 
member for their involvement in clinical education is not encouraged. 

Tangible rewards are not the only positive aspect of the clinical center's 
involvement in clinical education. The intangible rewards of personal enjoy- 
ment, satisfaction, intellectual stimulation, prestige, personal and profes- 
sional growth, and improved staff morale are highly valued by the clinical 
faculty. 

A dis cussion of the rewards the educational program will provide for a clini- 
cal center should be encouraged for improved understanding during the initial 
contract negotiations. The results of those discussions should then be in- 
cluded as part of the contract between the clinical education center and the 
educational program. 
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The clinical faculty and the clinical center are not the only recipients of 
the rewards of clinical education. The educational program is benefited in 
several ways by the clinical education program. It receives feedback from 
the clinical center regarding the relevance of the curriculum and the effec- 
tiveness of instruction. The availability of clinical faculty to present 
various classroom materials serves to mesh the academic and clinical aspects 
of physical therapy. The clinical education program also gives the academic 
faculty a means of identifying potential new academic faculty members. 



The student is also benefited by the clinical education Program. Clinical 
education provides an opportunity to explore and develop skills learned in 
the classroom, to increase self-confidence, to observe a role model, and to 
be recruited for employment. 

The consumer is the ultimate recipient of the rewards of the clinical educa- 
tion program. Health care is l^nproved by the stimulus that the students offer 
the s?a?f and the contact that the clinical staff members have with the people 
and resources of the educational institutions. The physical therapy Practi- 
tioners who participate in clinical education will also be providing better 
patient care because of the clinical education program. 

A Final Word 

This completes the highlights of Project conclusions and recommendations on 
the clinical faculty in physical therapy, their roles and responsibilities, 
and rewards and incentives. The guidelines for a clinical ^^-"1^^/^-^^°^^,^^ 
plan, presented in the preceding pages, can best be studied in relation to the 
following Section C on the clinical education process. 
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C, THE PROCESS OF CLINICAL EDUCATION 



The text of Chapter 5, also entitled "The Process of Clinical Education," is 
the source of the Project's conclusions and recommendations presented here. 
This topic was not a requirement under the contract. The Project task force 
members, however, decided that the other charges could not be met unless the 
basic processes which occur in clinical ed'j^cation were described. Guidelines 
for clinical faculty development programs (see Section B preceding) could not 
be recommended unless the roles of the clinical faculty in the clinical educa- 
tion process were known; criteria for clinical education site selection (see 
Section A preceding) depend on the functions the site fulfills in the clinical 
education process. At the urging of the task force members, therefore, the 
process of clinical education subject matter was developed. It is based 
largely on the literature in education, allied health, and physical therapy, 
and on the task force deliberations. Relevant information from the "soft data" 
and the UNC-CH study was also examined. 

The Project on Clinical Education reached the basic conclusion that educational 
principles apply in the process of clinical education, but they are not util- 
ized to the extent that they should be in planning clinical education learning 
experiences. For the basic principles to be utilized, the clinical faculty 
must first be knowledgable about what they are and how to use them. The 
recommendations that follow attempt to present the major components of the 
process of clinical education in £i form the clinical faculty can use. 



The Role of Objectives 



RzcormmdaUon : Thz objzctcvU thz cJUnlcjaZ zduaUion p/iognam 6hoLiid /iz^UU 
thz pkUo6ophy thz zntUid ddaccutional pKoQKom ddvtlopdd by ikz lacJuJUu 
idtinlcat and aaadmic) . 

The philosophy of an overall educational program should have input from and 
should be supported by both the clinical and academic faculties. The objectives 
of the clinical education phase of a program should clearly reflect that phil- 
osophy. Not only must each objective support the overall philosophy, but all 
of the objectives together must satisfy the needs of the total educational pro- 
gram. For example, if the philosophy of the program states that health care 
should be available where and when it is needed, the climical education learn- 
ing experiences should not be limited to one type of clinical education site. 



Recommendation: CtuiLcaZ zduaatLon Iza/tyUng zxpeJUzncu 6hauZd hav<i p/izciUz 
objzctivU LolUck i^xUUi fae uZiJiizdd in planning ^o/i tho6z zxpoJvizncu. 

Learning experiences cannot be effectively developed without reference to speci- 
fic objectives. The first step is identification of what is to be accomplished 
in a particular learning experience, and this identification is done through 
the process of determining objectives. Once set, the objectives are then used 
to select learning experiences and instructional strategies to accomplish the 
objectives and to evaluate the learning experience and the student. 
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H&aormmdcuUon : The. obj&cU\j&^ dUnical zdacatLon 6houZd fae wfvaU&n to 
zncompci!>6 tkz many acZivUie^ oi phy6iaal tkeJiapy pvaomdJi tkz oji^<^ ft 
oojtlmt &<ui\}lc2^ , coimimlcaUon, adminUViaUon, educ(vUon, .zi>zaAch, ma 
peMonal and ptioiu&lonal gfiowth. OthzA ama!> oi imcUon aan be. mcludzd 
dzzmzd a^ppiopfiAjxtz. 

The objectives of clinical education should reflect the anticipated activities 
of the graduates of the program. Patient services, communication, admxnistra- 
tion, education, research, and personal and professional growth are widely 
supported by the literature, the national Essentials (ON), the Project 
task force members, and the UNC-CH study as the areas of activity appropriate 
for physical therapy personnel. Each of these areas should be described by 
many specific objectives relating to that area, and the objectives should 
encompass the full scope of each area. The emphasis of clinical education 
experiences within these areas should be changing constantly to reflect the 
current health care trends, projected health care needs, and the overall edu- 
cational philosophies . 

RzcommzndaZion: Thz iacuUy {aaademia and cUnlcnZ] and thz UadzYVt i>hould 
aZl ha\}Z Input Into objZctLvu iofi ctinlcaZ zdmaUon ZzoAn^ng zxpz^znazi,. 

All persons or groups with an interest in clinical education should have input 
into developing the objectives for clinical education. There are, however, _ 
two levels of input, direct and indirect. Direct input into formulating clin- 
ical education objectives should be received from the faculty and students. 
Indirect input should be received from several other groups—consumers, health 
care planners, physicians, and educators. 

RzcommzndaUon: Lzannlng expediences should znaompa^i vaUzZie^ oj paUznt 
tupz&, phyUcal theAapy wle^, Izamlng opponXmujUe^ , and ctuu^caZ ,tnitmc.- 
tofiA, icete oi a voA^ety oi zdmcaUonal 6Uatzglz& to mzet thz cUn^caZ 
zdacxution objzcZLveA . 

The learning experiences designed and selected for a student must be compat- 
ible with the objectives set for the student's learning experiences, and both 
should reflect the many facets of the physical therapy profession, the changing 
health care needs, and the changing health care delivery system. Since physi- 
cal therapy personnel are constantly relating with other health professionals 
(e.g., physicians, occupational therapists, nurses, social workers, and voca- 
tional rehabilitation counselors), these people should be included in the 
learning experienc 's of physical therapy students. 

The full range of educational strategies to be utilized by persons developing 
learning experiences includes simulations, self-instructional materials, 
direct patient care, demonstrations, lectures, practice, group and teamwork, 
problem-solving techniques, independent study, and modeling. A well-planned, 
carefully scheduled orientation to each clinical center before and after the 
student arrives is mandatory, as is an orientation to each assignment within 
that clinical center. Assignments away from the community where the educa- 
tional institution is located should also include an orientation to the com- 
munity where the clinical center is located. 
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RzcomzncUvtion' Thz dUjiicaZ zduccution phjognnm 6kouZd bz ^le,xLbtz, both in 
Izngtk and aontznt, to phovldz {^on. Ind^v^duaZ Zza/iyUng and AJ^idlviduaJi ^tixdmt 
vaAA.at^on. 

Students should be allowed to remain in a clinical education center long enough 
to fulfill the objectives of the selected learning experiences. This may in- 
volve more or less time than has been scheduled. If it is less, the student 
should be given the option, of leaving the center early or being given additional, 
higher-level objectives at that center that build on the competencies and objec- 
tives that have already been mastered. If a student demonstrates mastery of 
an objective before the clinical experience for that objective, the same choice 
should be offered as in the above case. 

The problems involved in scheduling clinical education learning experiences 
with this degree of flexibility were recognized by the Project, which concluded 
that we should still strive for this optimal arrangement. 

Rzcormzndation: EvaZmoution 6kould bz an Zntzgnxit pant o^ thz pn.o(iU6 o^ cLuu." 
cjoJL zduaatLon, and pzAjtinzYvt ^zzdback f^fiom that zvatuation pn,ocz^6 6koiitd bz 
pKovldzd to zvznjyonz Invotvzd In thz cZcnicjoZ zdncjotion pnjocz66. 

Evaluation planning should be built in when the clinical education program is 
planned. All facets of the clinical education program (the learning experi- 
ences, the faculty, the clinical center, the student, and the curriculum) 
should be evaluated. The evaluation, however, serves no constructive purpose 
unless the information gained from it is made available to the appropriate in- 
dividual (the ACCE, the CCCE, the CI, or the student) in time to be useful. 
This information should be used to improve the clinical education program and 
the individual's own performance. Evaluation is the topic highlighted in 
Section D of this chapter. It is discussed in further detail in Chapter 6. 

Rzaommzndation' Thz 6tudzyit should havz Xnpvut Lnto tkz ^zlzctlon o^ ctLnicaZ 
zdiicjotton 6itu ^on, hU ok kvi cLLyuLcat zdacjotton tza/in^ng zxpznA^znzu. 

The student should have a voice in the objectives of clinical education within 
the framework of the objectives of the whole educational program. Selection 
of the clinical education site where particular objectives will be met is an 
important decision, and students should have distinct input into it. Never, 
though, should the student have total responsibility for selecting or arranging 
for the sites for his or her clinical education experiences; that responsibility 
rests with the ACCE. 



RzzommzndatLon' Thz 6tadzyit am thz ^octis o^ tkz ctiyiicaZ zduaatLon pKozzM6 
and should bz ^volvzd In aZZ pkoji^u oi that pKozU6. 

Student input should be valued and solicited in all phases of planning the 
clinical education program. By the same token, the student does not gener- 
ally have enough experience or knowledge to take over any one phase of that 
planning completely. Guidance by the clinical faculty is necessary when the 
student is given the responsibility for planning any section of the clinical 
education program. 
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Specifically, student input should be requested in setting the objectives of 
learning experiences, in selecting the clinical center assignments, in the 
evaluation of the experiences and the clinical education curriculum, and pos- 
sibly also in choosing teaching strategies to be utilized based on his/her 
owTi style of learning. The student's commitment during the clinical educa- 
tion process is a crucial element in its success. The utilization of student 
input into program-planning serves to increase student commitment. 



A Final Word 

When the preceding quite brief conclusions and recommendations concerning the 
process of clinical education are combined with the two earlier Sections A 
and B dealing with clinical education sites and clinical faculty, all of the 
elements of clinical education are included— the place, the people, and the 
process. Evaluation of these elements has been mentioned throughout the three 
sections, for it is an integral part of the whole. Evaluation, however, has 
many specific aspects which must be dealt with separately, and which could 
not logically be presented in these pages until the places, the people, and 
the process of clinical education were covered. Evaluation conclusions and 
recommendations can now be presented in context in Section D. 
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D. THE EVALUATION PROCESS IN CLINICAL EDUCATION 



The evaluation process should control and guide the judgments and decisions of 
those evaluating and those being evaluated in the clinical education process 
of physical therapy education. This was a basic conclusion of the Project on 
Clinical Education. High importance is already placed on the role of evalua- 
tion in predicting performance of people and events, but evaluation has often 
become all-pervasive, occupying enormous amounts of time and energy for the 
physical therapy educator and practitioner. The process can become cumbersome 
and bureaucratic, thus obscuring the purposes for which it was intended, which 
are: to determine whether or not objectives of educational programs, especial- 
ly clinical education programs, are being met; to determine whether or not ob- 
jectives appropriate to the needs of society and of the individuals involved 
are being met; and to make appropriate modifications in the educational pro- 
grams or in the individuals involved when the objectives or purposes of the 
activity are not being met. 

The UNC-CH study indicates that there is minimal displeasure or friction exist- 
ing between the staffs in the clinical centers and in the educational institu- 
tions on the subject of evaluation. With few exceptions, evaluations performed 
by clinical faculty are accepted by the <xademic staff. The clinical center 
staff report that they deal directly with student failure, with minimal assist- 
ance requested or needed from faculty at the sending institution. However, 
staff in clinical centers where there are contracts with several educational 
programs are somewhat concerned because of the number and types of evaluation 
devices with which they must deal. 

More attention is currently directed to evaluating the student than to evalu- 
ating elements of the clinical education process through which the student 
progresses. There is insufficient evaluation of the clinical education site, 
the clinical faculty members, and the learning experiences that the student 
pursues. Evaluation of the entire curriculum receives scant attention. 
Greater attention, sensibly planned and coordinated by associated interested 
parties, is needed with respect to clinical education evaluation programs; 
individual educational institutions, individual clinical centers, and the 
entire community in physical therapy education should be involved. 

The pages that follow include the recommendations and conclusions of the Pro- 
ject on Clinical Education, based on task force deliberations, the literature, 
and the other materials available to the Project. Overall aspects of evalua- 
tion appear first, then sections on evaluation of students, clinical centers, 
clinical faculty, learning experiences, and curriculum. 

Evaluation as a Program 

RzcommndcitLon: Tho6z tvho zvaZuatz and icho oAz zvatuatzd 6kouZd pa/ctici^oatz 
in dzv^opmznt and modi^icMtion tht tvaZuaXA^on p^oQnxm utitLzzd in ctaUcaZ 
zdaaation. 

The evaluation process, whether associated with the educational institution or 
the clinical center, should be a collaborative <^ffort between faculty, clinical 
faculty, and students. The group effort can be effective through a clinical 
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education committee for each educational program, and all interests should be 
represented on that committee. Evaluation can and should be utilized on a 
regional basis involving more than one educational institution and several 
clinical centers. 

In developing, utilizing, and modifying an evaluation program, the assistance 
of a person considered an expert on evaluation can be of tremendous value. 
In some cases there may be ready access to physical therapy people who have 
expertise in evaluation, but in other cases outside assistance and advice must 
be sought in designing and implementing evaluation programs. 

The evaluation process as shown schematically in Figure 2.1 is a step-by-step 
endeavor: 

1. Determine the objectives for evaluating each component — the rationale, 
the desired outputs of the curriculum, student, learning experience, 
members of the clinical faculty, or whatever else is being evaluated. 

2. Support each objective by criteria against which judgments and obser- 
vations U:ill be made; these are often called desired inputs, and they 
must be determined before any instrument is developed or evaluation 
activity begins. 

3. Involve all persons affected by the evaluation in determining how the 
process will be carried out; determine if one instrument or several 
need to be developed in order to evaluate, e.g., a student, a clinical 
center, or all students in a region or state; determine when the iB--^ 
strument or methodologies will be used and for what purpose: 

a. Diagnostic (e.g., frequently needed to determine the current level 
of competency of the student before assignment or the current 
status of the clinical center before a contract is negotiated be- 
tween interested parties). 

b. Formative, formal or informal (e.g., needed during the assignment 
period to determine if the clinical faculty and students are per- 
forming as well as desired or expected, or if the learning exper- 
iences are well-designed and realistic). 

c. Summative, taking place at the end (e.g., of an assignment, term, 
unit, or even at the end of the curriculum to determine if objec- 
tives for all components of the clinical education process have 
been met and all competencies achieved). 



4. Implement processes by collecting data and interpreting the data that 
have been attained. 

5. Feedback the results; once the evaluation has been carried out, regard-- 
less of the time period, it is worthless unless feedback occurs so that: 
those responsible have an opportunity to benefit by the results of the 
process; only with good, honest, continuous communication in telling 
the evaluatee what the process showed is there an opportunity to rein- 
force good behavior or to modify programs in order to improve the 
educational process. n c\ 

i 
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student Clinical Clinical faculty Learning Curric- 

center experiences ulum 

ACCE CCCE CI 



1, Determine 
objectives 
(Desired outputs) 



2. Determine 
criteria 

(Desired inputs) 

3. Determine 
processes 

3.1 Develop 
techniques 

3.2 Determine uses 



3.2.1 Diagnostic 

3.2.2 Formative 

3.2.3 Summative 

4. Implement 
processes 

(Collect and inter- 
pret data) 

5. Feedback results 



6. Modify objectives 

7. Implement change 
(New processes) 



FIG. 2.2 — Tabular presentation of the evaluation 
process in clinical education 
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6. Modify objectives, based on adequate feedback (e.g., for a unit, a 
ter^::., or an individual assignment); determine new obiectives, at any 
time (e.g., during an assignment, for the next asslgtinriint*^ or for 
another year's program planning). 

7. Implement chSLnge; once the new objectives are detf;rmined they can 
should be .fjnp lamented as new desir^Vi processes in the educational 
cycle, which also involves the evaluation cycle; changes in objectives 
and implementation of desired chtiiiges are appropriate af any time 
during the educational process. 

The sevenr-step process just deccribed is applied in t;:2 following pages in 
specific discussions on evaluation of the student, the clinical center, the 
clinical faculty, the learning e7:periences, and the curriculum. The evalua- 
tion process as tabulated in Figure 2.2 follows these seven steps. (The 
preceding text and the two figures were developed after study of the following 
bibliographic entries in Appendix A: 017, 020, 021, 077, and 193.) 

RzaormzndcvUon: M^tkodoZogiz6 (iLOOizntZij In a6e, and thz zvaZmtion pKogfum 
ajS> a u}hoZz, 6houZd fae nzzxaminzd by zacli zdaccUUonaZ pKOQHjom on tkz bai>^ oi 
^imdamzntati^ as (Uabonxitzd In thz tzxt tku Kzpont and In 6tandaAjd tzxt6 
on zvaJbxojtion. 

In major reassessment of current evaluation programs, the assistance of an 
evaluation expert is a wise investment of time and money, as mentioned above 
with respect to initiating and routinely reassessing an institution's evalu- 
ation program. Chapter 6 sets forth the fundamentals of evaluation and in- 
cludes a lengthy discussion of methodology. For purposes of brevity here in 
Chapter 2, some caveats that might be helpful to the reader are presented — 
namely, some sources of measurement error involving validity and reliability, 
including those associated with the rater. 



Sources of Measurement Error Involving Validity 

1. Validity is lacking in such respects as: 

a. Content validity, usually associated with lack of coverage of 
the subject. 

b. Construct validity, usually associated with lack of focus on the 
target of the evaluation. 

c. Criterion-related validity; face validity. 

2. Behaviors being evaluated are not observable and other observer effects. 

3. Items of behavior under study lack representativeness ( cf . content 
validity) . 

4. Items lack adequate criteria for judgment. 
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5. When rating instruments are used, special problems are related to: 

a* Items susceptible to certain types of biases, 
b- Contrast errors, 
c. Proximity errors- 

6. The extent and nature of the training of the rater as an observer 
and evaluator have been inadequate. 

7. Observers have preferences, expectations, needs, feelings, and per- 
sonal biases which distort their functions as raters. 

8. Individuals are reluctant, uncomfortable, or unwilling to "sit in 
judgment" of others. 

9. Raters can be intimidated by the Federal Disclosure Act (Buckley 
Amendment) . 

10. The rater has an inadequate appreciation of the importance of the 
evaluation. 

11. The rater objects to the time the evaluation takes away from regular 
and primary duties. 

12. The amount and type of previous information that the rater has on 
the person evaluated may influence the rater (there may be too little 
information or a great deal, and biases result). 

13. The differences in philosophy of education and service between the 
rater and those designing an instrument may cause validity errors. 
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Sources of Measurement Error Involving Reliability 

1. The emotional and physical well-being of the raters influences their 
judgment- 

2. There are variable skills among observers; some individuals simply 
are better than others, regardless of the amount of training. 

3. The length of exposure to the person being evaluated is inadequate 
(for example, in clinical education exposure time can be affected by 
staff turnover, the length of a student's assignment, and the proxi- 
mity of the observed individual to the observer). 

4. When too few or too many persons are to be evaluated, this may de- 
crease the rater's effectiveness (for example, if only one or two 
students are to be evaluated, observer skills may be faulty; if too 
many students are to be evaluated, the rater may be careless or 
rushed) . 

5. Evaluating persons with different levels of experience can be confus- 
ing to the rater, especially if the evaluation times are close to- 
gether (as might apply when one evaluates clinical faculty members 
or students). 
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6. Using different types of devices within a single time frame may be 
confusing to the rater (for example, the rater may be required to 
use several types of forms on beginning students for more than one 
educational program within one or two days or a week). 

7. There is lack of objectivity related to: 

a. Problems of inference associated with poorly constructed items 
which lack clarity and specificity. 

b. Context associated with the surroundings if the lighting or venti- 
lation is poor. 

c. Observer effects if the presence of other personnel, equipment, 
or procedures interfere or distract. 

8. There are inadequate instructions to the rater. 

9. There are inadequate explanations on the purposes or uses of the 
instrument. 

10. The format of the device, including its design, layout, spacing, 
typography, and reproduction, is poor and confusing. 

11. The instructions, although adequate, are misinterpreted by the rater. 



Rzcommdatlon: RzguZoA and pz^odLc Ini^Wjlcz zdaccution pnognjom on. otheA 
£o/im 0^ imtmcjtlon 6houZd 6e planmd ^ok aZZ zduccvtou and/on. pHjOLcZctionoJUi 
Znvotvzd thz dt6lgn and ^plmoyitaZLon oi zduavUon zvataation mzthodologl^4^ 
od^OGcoted uxUJi ctiyiicaZ e,ducxvtLon. 

The periodic and frequent turnover in faculty and clinical staff involved in 
clinical education necessitates the desirability of periodic instructional 
sessions on the fundamentals of evaluation as well as on training as raters or 
evaluators. These periodic programs can be formalized for larger groups or 
can be informal for new raters within a select clinical center. It is advis- 
able that each year CIs , or anyone involved in rating another person's per- 
formance or in evaluating activities, receive refresher orientation to or in- 
struction regarding the device being utilized, the objectives, the methods by 
which the device is to be completed, and the interpretation of results. If 
devices do not change, the process is simpler than if the evaluation instru- 
ments undergo major modifications. Periodic instruction is not difficult when 
turnover is slight; refresher training is desirable each year for any group of 
evaluators or raters. 

In the preceding discussion of measurement errors affecting validity and reli- 
ability, many involve the rater. Problems associated with the rater may be 
amenable to training, and their contribution to errors may be diminished if 
recognized and dealt with. 
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R(La>me.ndevUon: EvalacuUon iyidivldaaJU involvzd Xyi cUjicail zdixavUon 
(ACCE, CCCE, CI, and &tadznt] should be. ba&zd pnJjnojiily on pfLzdzteMUnzd com- 
p(>t&nUeJ> AjdzntiilQ.d aA d&iUabie., on nzc&66aAif, ^ox ^mcJxonlng at voaIous 
lz\j<Lli> oi acU\}lhj and In a vohlzty oi KoloJ^. 

Evaluation of persons should be based on an assessment of individual perform- 
ance. Desirable performance should be expressed in terms of competencies to 
be displayed by a student or by individual members of the clinical faculty in 
certain situations or at specific times. Competency-based evaluation can 
cover affective, psychomotor, and cognitive domains of behavior. Where pro- 
fessional or personal characteristics are exceedingly difficult or impossible 
to assess based on statements of competency, other forms of evaluation should 
be utilized. 

Individuals to be evaluated should have a clear knowledge of what is desired 
and expected of them in order to know beforehand on what standards they will 
be judged. 

Recommendation: Evaluation pfLognnm &houZd incladt zmpha&l!, on &el^-&valmvUon. 

Techniques for self-evaluation are increasingly in use in business, education, 
and health care institutions. Self -assessment procedures can be used in certi- 
fication and accreditation, but the self-study approach is valuable also when 
formal accreditation is not an issue. Self-evaluation techniques are discussed 
in Chapter 6, where constructive administrative purposes are stressed (e.g., 
where staff members reassess the objectives and quality of the functioning of 
their organization). 

Lifelong habits of personal development are fostered by early use of self- 
evaluation techniques with individuals. Formal as well as informal methods 
of self-evaluation should be utilized with clinical faculty as well as with 
students of physical therapy. 

Recommencia;tion: Reducing exce^A^ue numbtu o^ In^tAumanti, ivtlUzC-d In zvala- 
aUon pKOQn.ami> ioK cUnical education &koutd be. an objective the, acodemcc 
{^aoiiZtij, cJUviicaZ iacuttij, and Atudenti tkAougk Joint eUont. 

Efforts should be made to reduce the number of instruments utilized in evalu- 
ation of clinical education in physical therapy and also the frequency of the 
use of these instruments. This reduction can be accomplished by more state 
and regional planning, sharing of d?' -""onE agencies and Institutions, and 
more selective use of evaluation tns .-..ms. 

Although it is unlikely that a universal instrument is either wise or possible 
for student evaluation, for a variety of reasons, the number and variety of 
those currently in use can and should be decreased by thoughtful educators and 
practitioners. The reduction in number would be heartening to the CIs who work 
with large numbers of students from different educational institutions, and 
there would be the added benefit of increasing the reliability of the evalua- 
tion process, as mentioned previously. 
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As for student evaluation of clinical faculty and of clinical centers, devices 
should be regionally developed and utilized, but it should be noted that re- 
peated reassessment by each student for each clinical faculty member and each 
clinical assignment might be questioned as a wise investment of time and 
money when staff and clinical center characteristics remain stable. 

The Project on Clinical Education developed the set of nationally applicable 
standards for a clinical education site in physical therapy referred to in 
Section A of this chapter. Their use in evaluation of clinical centers is 
discussed later in the present section. 



Evaluation of Student 



Rzcotmzndation : A compn^zhzMlvz 6tudznt zvaZucution p^ognxm 6houZd be dz^lgnzd 
and vutiZizzd ioK thz bznziit thz 6twiznt, thz acadmlc and cZinlcal ^aciUty, 
^(jutuAz ^tudzyvU, con^mzu, and tho6Z ^z^pomlblz ^o^ cjuMZcjuJbm duZgn and 
implzmzyitaZion . 

The benefits of a well-designed and well-executed program for student evalua- 
tion should be appreciated by all those involved in physical therapy education. 
The primary consideration is for the continued development of students through- 
out their education so that they can reach their fullest potential. The eval- 
uation should produce evidence of readiness to practice, and multiple sources 
should be used to provide such evidence iii four areas: personality character- 
istics, knowledge of subject matter, application of subject matter, and per- 
formance on the job. (J 52) 

In evaluating students, others involved in clinical education benefit, includ- 
ing those who teach, those who plan curriculums , and those who recruit and 
admit future classes of students. They benefit by the impact that feedback 
data have on their own performance as well as by appreciation of student char- 
acteristics. Only a veil-designed evaluation program with comprehensiveness 
and continuity has the potential for giving sufficient feedback on the basis 
of which judgments can be made, projections determined, and future classes of 
students benefited. Immediate assessments and long-term studies are possible 
when well-designed programs are in effect. 



Rzcomzndat^on: Thz 6tudznt should knooo vohat aompztzncZz6 ofi objzativz^ hz 
on. 6hz l6 to 6tnA.vz ioK and hou) (A)ztt thuz havz bzzn adtizvzd at voaa^oiu tanz^ 
In thz phognz66 cLiyiiaal zdacatLon. 

The Product Standards of Physical Therapy Education, as developed and accepted 
by the American Physical Therapy Association {011) ^ form the basis for the 
determination of competencies or behavioral objectives desired for students to 
achieve, usually in four basic areas: individual patient services, communica- 
tions, administration, and professional or individual growth. A further break- 
down of components includes personal characteristics, attitudes, integration 
of didactic and clinical education, interpersonal relations, and research — to 
list only a few which emanate from curriculum objectives. 
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Each educational program should have its own statement of objectives or com- 
petencies for the entire curriculum, for each unit or course or phase of the 
curriculum, and for each student assignment to a clinical center. It is 
essential that the student be well-informed about the objectives or competen- 
cies expected of him/her in order to learn effectively. Since the student is 
to be assessed according to preset objectives, it is only fair as well as 
educationally sound that they are known to the evaluatee before each assign- 
ment, unit, or course. 

It should be recognized by all those involved in clinical education that in- 
dividual students have personal objectives for different types of assignments 
and learning experiences; these may change as one progresses through the cur- 
riculum. Self-evaluation should be encouraged. 

Readers might be interested in noting that the article by Bloom on learning 
for mastery (042) and Trivett's review of competency-based education (220) 
are helpful documents to guide those involved in designing an evaluation 
program. 



''RzcormznckUlon: CoUaboxcuUvz ^{^o^ ^kouZd bz madz by zdaavton^ and v^Qr 
tiXlonzu in a ^tcutz on, xzgion to n^zdacz thz numbun, and typu oi zvabuuUon 
dzvlcu atUlzzd iofi 6tadzyvt a^^umznt. 

Participants in the Project on Clinical Education do not recommend one stan- 
dard form for the evaluation of all physical therapy students in all clinical 
settings, except for licensing purposes. However, there is need for a reduc- 
tion in the number and types of devices to be utilized by busy clinical 
faculty. 

Efforts should be made for several educational programs in a state or region 
to collaborate in designing instruments that are suitable for their needs and 
those of the clinical centers in order to reduce the number of devices with 
which the clinical faculty must deal. Some ACCEs are working with clinical 
centers to assist them in designing their own devices; some ACCEs are working 
with clinical faculty from several clinical centers in order to develop in- 
struments suitable to more than one program. Clinical centers with suffici- 
ent staff complements and many students from several educational institutions 
should be strongly encouraged to develop their own evaluation instruments, 
based on their own objectives and resources for clinical education. Staff 
from different large or small clinical centers should collaborate in sharing 
their needs, devices, and ideas in an effort to reduce the number and com- 
plexity of devices currently in use or needed. 

Any evaluation program should consider the merit of its components in relation 
to the time, effort, and cost involved as well as the feedback benefits. 
Efforts shoula be made to maximize benefits while minimizing less attractive 
and less beneficial components of the system. Based on the evaluation process 
described at the beginning of this section and e:Jiibited in Figures 2.1 and 
2.2, the program for student evaluation might be based on the following outline. 
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Step 1. Determine objectives of student evaluation (desired outputs) to 
achieve the following purposes: 

1.1 To provide feedback which will reinforce or modify behavior or 
facilitate growth of the part-time or full-time student. 

1.2 To determine if the student has achieved the various levels of 
competency at selected points in the curriculum and for gradua- 
tion and for practice. 

1.3 To determine grades (an unfortunate necessity in many situations). 

1.4 To provide feedback information on strengths and weaknesses of 
the curriculum. 

1.5 To provide feedback information on the strengths and weaknesses 
of the clinical education experience of the student. 

Step 2. Determine criteria (desired inputs) of the objectives against which 
the students will be evaluated, based on: 

2.1 The Product Standards of Physical Therapy Education of the Ameri- 
can Physical Therapy Association. {OH) 

2.2 Objectives of the curriculum. 

2.3 Objectives of a unit or course. 

2.4 Objectives of clinical education. 

2.5 Objectives of an assignment. 

2.6 Objectives of the student. 

2.7 Competencies desired in cognitive, psychomotor, and affective 
domains associated with: 

2.7.1 Effective practice. 

2.7.2 Personality . 

2.7.3 Knowledge, 

2.7.4 Ability to apply subject matter. 

2.8 Personal characteristics desired of professionals in physical 
therapy. 

Step 3. Determine processes and develop techniques for execution of the eval- 
uation program: 

3.1 Educators, clinical faculty members, and students should all 
have input into any method used, but the degree of involvement 
will vary depending on the focus. 
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3.1.1 One device may be developed for all advanced students in 
physical therapy, from one educational institution, or 
many. 

3.1.2 One device may be developed for one center for all stu- 
dents assigned, regardless of the sending institution. 

3.1.3 One device may be developed for beginning students. 

3! 1^4 One device may be developed for intermediate students. 

3.1.5 Evaluation devices may be developed on a national, re- 
gional, or group basis to reduce their number. 

3.1.6 Certification, licensing, or accrediting agencies should 
develop devices with the assistance of physical therapy 
practitioners. 

3 2 Determine when and for what purpose the processes will be fol- 
lowed and the techniques and devices will be used in the execu- 
tion of the program. 

3.2.1 Diagnostic evaluation can take place prior to placement 
or during assignment to determine the current level of 
competency of the student—informally or formally, by 
academic and clinical' faculty , by student peers. 

-^.2.2 Formative evaluation during instruction or periods of 

.assignment can be carried out to determine what progress 
is bei5;^g made in achieving competencies and in reaching 
predetermined objectives. 

3.2.2.1 This process is usually informal, on an ongoing 
basis, by the clinical center staff, students, 
and patients; special devices can be utilized. 

3.2.2.2 Midterm or midpoint assessment can be made by 
clinical faculty, students, or patients on an 
informal or formal basis, although the technique 
is usually more informal. 

3.2.3 Su-mmative evaluation of the unit, semester, term, or year 
can be carried out to determine what level objectives or 
competencies have been reached. ^ 

3.2.3.1 At the end of an assignment for one student by 
the clinical faculty and the student on a special 
device. 

3.2.3.2 At the end of all assignments for one student as 
completed and compiled by the ACCE from all feed- 
back data. 

3.2.3.3 At the end of assignments of all students of one 
institution by the CCCE using a summation of all 
student evaluations. 

3.2.3.4 At -e end of assignments of all students to all 
cliu.,cal centers by the ACCE and the curriculum 
committee, based on all feedback data available. 

3.2.3.5 At the end of the curriculum on one student by 
the faculty using all feedback data. This process 
may include scores on a comprehensive examination 
and achievement scores on a licensing examination. 
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3.2.3.6 At the end of the curriculum for all students by 
the faculty using all feedback data, including 
achievement on licensing examinations • 

3.2.3.7 The ACCE can assess all students assigned to one 
center by compiling and analyzing evaluation 
feedback on students • 

3.2.3.8 The ACCE or the CCCE can compile and analyze all 
evaluations of one selected CI on all assigned 
students. 

3.2.3.9 After completion of licensing or accreditation 
examination, the appropriate official group, or 
the faculty in the educational institution, can 
assess all performance data. 

Step 4, Implement the processes as described above; this will make it possible 
for data to be collected and interpreted by appropriate individuals 
(such as the ACCE, the CCCE, or the combined facult-Les) on a student 
or a group of students. 

Step 5. Feedback results; actual outputs, data, or information obtained by 

the evaluation process should be shared with the student, the educa- 
tional institution's faculty, and staff in the clinical center in 
time to allow reinforcement or program modifications to take place. 

Step 6. Modify objectives as new desired outputs for the education of the 
student or group of students, based on the accumulated information 
from the above steps. This can be accomplished: 

6.1 For the assignment of one or more students. 

6.2 At the midpoint of the assignment for one or more students. 

6.3 For subsequent assignments for one or more students. 

6.4 For subsequent classes of students. 

6.5 For influencing the recruiting and admission practices of the 
educational institution. 

Step 7. Implement change or put new processes in motion, based on modified 
objectives (new desired outputs). The new processes may involve: 

7.1 Recruiting and admission practices. 

7.2 Reinforcement of desirable performance and behavior on the; part 
of the student. 

7.3 Modifying assignments for one or more students. 

7.4 Counseling students to modify behavior. 

7.5 Establishing new objectives and competencies to be achieved in a 
subsequent unit or course. 



2-43 



Er|c 82 



7.6 Planning for meeting personal needs through continuing education. 

7.7 Planning for a suitable employment situation based on an analysis 
of the data collected. 

7.8 Modifying the curriculum in general or in specific areas relating 
to clinical education. 



Grading 

UcommndcuUont Academic ImUtuUoiis ^kould kav& cZaanly wnUXzn gfuiding and 
momotion poUUe^ icUli ^eipect to pvtiomancz A.n cZirucaZ zdacwUon [on an 
oAilgrmeM, iofi a mvut, ioK a tznm] . Thz i^xUtzn poUcy ihouZd fae /^vx.ewed on 
a fiZQaJLoA ba^li uiiMi itad&nts and cUnlcaZ faculty. 

Grading and promotion policies should be in writing and kept current for the 
entire curriculum; thj- same applies to specific policies Uiat are needed for 
clinical education units which involve clinical faculty members who are not 
physically located in the academic institution. These policies should be 
known to students and clinical faculty members and should be reviewed at least 
annually with both groups. It should be acknowledged that generally the ACCE • 
as an official member of the academic faculty is responsible for the grading 
procass. Special attention should be paid to defining the manner in which 
student progress and performance in clinical education will be determined and 
achievement recorded in official records. 

UcotmmdaUon: GKo.ding oi itadznti, ihoutd be on a pa^ifiaU. ba^i6, u&ing a 
6yiUm o{i aA6U6lng tht adiie.vme.nt oi pKzdUenrtiined de^iAoble objecu^ve^ and 
competencies . 

Although theie are deficiencies in grading systems of almost any type, as de- 
scribed in Chapter 6 of this report, it appears wise for the grading to be 
based on the individual achievement of students. A system of pass/rail grading, 
based on achieving objectives or on competency-based achievement, is considered 
the most satisfactory way in which grading for clinical education, if not for 
other components of the curriculum, can be determined. 

A system of this type is most satisfactory when accompanied by a narrative re- 
port in the student's record indicating achievement on different levels and 
commenting on performance not mirrored by any type of grading system. The 
student's record report should include the results of self-assessments, peer 
evaluation, and supervisors' evaluations, all of which should be combined in 
determining the pass/ fail and become part of the student's permanent record. 
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Evaluation of Clinical Cente r 



Rzcotmzndation: The. 6tandanjcU {^on, a aLinicjaJi zdiicjvtioki Mte in phy^laxZ tliznxL' 
py [App^miiK B] , as^g thz axLCompantjlnQ 4e£|J-a64e64meitt irivwtonij a/> a giiidz 
to tholri apptication, should be pAztz6tzd i<ltk a va/UeXy cLLyiIqxxZ amie^u 
tivwagkowt thz couyitky to dcteAminz thz 6tAzngth4>, u;eafene64e4, and pmoXlcjoJi- 
ity 0^ tliz documznt&. 

The self-assessment guide was pretested in an earlier versi nu found defi- 
cient in many areas. The current inventory (pages B-27 thr 60) has been 
extea^ively reworked, but it should again be pretested under „ leadership 
of r^embers of the Section for Education of the APTA. Clinical centers current- 
ly affiliated with educational institutions and some that are not currently 
affiliated should be included in the -^^^^test group. 



Rzaommzndcution: 'Jihzn dzmzd mnkasj L:^, ihz 6tandaAxl6 ion. a cJUnLcxit zdacatxon 

phy6^cxit tkz/iapy ^houZd bz uutiZLzzd by zduccvtLonal in6titatioyu> aji- 
volvzd in phy6icaZ tkoAopy education 06 a basi^o ion. zvaZuation in the ^dizc- 
tion and dzvzZopmeyit oi cLbiicaZ zducation 6ita>. 



RzcjormzndaZion* Thz htandcAdi> ion a cJiiniciaZ zducation 6iXz in phy^izat thz.na- 
py 6hoatd bz vutiZizzd in ondzn to wzdiidz thz nmbzn. oi nzqujz6t6 madz by zdaca- 
ticnaJt imtitiji^^om to ctini^duJi czntzn^ aiiiZLatzd u)itk monz than onz zdaca- 
tionat iMtiXutlon and to zncouAjagz 6zZi-zvaZuation uiithin thz czntzn; Zongi- 
tuxLbial 6tudiz6 ojid compoAiitivz nz&zanch pnjojzcts can bz iacxJiLtatzd. 

Currently, each educational program has some process by which it secures infor- 
mation from clinical centers and by which it reassesses the resources within 
the clinical center on a p«^riodic basis. By using the standards uniformly 
presented in the self-assessment guide, the multiple requests received by 
clinical centers affiliating with more than one educational program can be re- 
duced and information can be shared among several educational institutions, 
llzere is an initial investment of time in completing the self-assessment, but 
the torseen long-* range benefits should offset any probleris. 

Hzcommzndation: CZinicaZ zducation 6iXu 6hould bz zvaZuatzd by 6tudztvU aitzn 
compizting thziA a66igmznt6, Ming an instnumznt tjohich ^houJtd bz dzvzZopzd 
baszd on thz 6tandand6 ion a ctinicaZ zducation 6itz in phy^icaZ thznjapy. 

The envisioned device by which students could periodically evaluate clinical 
education sites to which they have been assigned, should be developed nation- 
ally in order to reduce the number of evaluation instruments elillized currently 
and in order to encourage longitudinal studies and comparative research pro- 
jects. An example of such a device appears in Appendix b. 

It is appropriate that clinical centers perform self-studies based on an 
assessment of their own goals and objectives as officially adopted by their 
govemirg boards. This process would give a greater understanding within the 
institution by which the staff can preserve and strengthen the strong elements. 
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reduce or eliminate problem situations, and chart -.-^ew directions after first 
determining that the staff does wish to become affiliated with an educational 
institution. (214) 

With clinical education a collaborative effort, effective conanunications and 
good personal relationships between people in both clinical centers and educa- 
tional institutions is necessary, as emphasized in Section A of this chapter. 
Letters, phone calls, visits between persons associated with each institution 
should be utilized on a regular and continuing basis. The ACCE should call 
on the clinical center staff before and/or following completion of the self- 
assessment. Visits to the clinical center should be at least once a year and 
more frequently if possible once relationships have been established. Visits 
by staff from the clinical center to the educational institution should be 
arranged and encouraged on at least a yearly basis. Visits by either party 
should be prearranged and preplanned in order to avoid confusion and to assure 
that the time is well spent. Time of arrival and departure, topics for dis- 
cussion, requei^ts for appointments with key individuals, notification to the 
students of the pxesence of the visitors—all should be part of the preplanning. 

When the ACCE is in the clinical center, he/she can make observations of the 
appearance, attitude, mood, and tone of the department; review df :.-»artmental 
records and reports and students' schedules and reports; and arrange opportu- 
nities to interact with physical therapy staff. Other services in the clini- 
cal center can be visited in order to ascertain relationships, interdisciplin- 
ary educational programs, team work assignments, and resources that are 
available for learning experiences outside of the physical therapy unit. When 
staff from the clinical center comes to the educational institution, similar 
activities can be engaged in for the benefit of all involved. 

The ACCE has the rCr=ponsibility of synthesizing all information available, 
based on material submitted by the clinical center, both subjective and objec- 
tive data gathered at the visit, materials included in the evaluations of 
students previously assigned to the center, and information from other sources 
if available. Collaborative decisions between the two institutions can then 
be made on whether a contract would be negotiated or renegotiated and ^J^ff^" 
modifications are indicated in the terms of the agreement. [UO, 762, 205] 
All transactions should be followed up by letters of appreciation and clearly 
stated plans of action on rc-^ :,al of agreement, initiation of contract, modi- 
fication of agreement, or dis continuance of the agreement. 

The step-by-step process involved in evaluating the clinical education site is 
presented below in the same format previously utilized: 

Step 1. Detarmiae objectives (desired outputs) of the evaluation of the clin- 
ical education site, which might include obtaiiiing data for the 
following purposes: 

1.1 Tu develop new clinical education sites. 

1.2 To improve existing clinical education sites on a national, pro- 
gram-by-program, or center-by-center basis. 

1.3 To dissolve an agreement with a clinical education site. 

1.4 For eventual certification or accreditation purposes. 

85 
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Step 2. Determine criteria (desired inputs) of the objectives of the evaliaa- 
tion process based on: 

2.1 The standards for . clinical education site in physical therapy 
(Appendix B) . 

2.2 Requirements for physical therapy educational programs included 
in the essentials of acceptable educational programs. 

{014) 

2.3 l^e objectives of the curriculum and what is needed to meet 
these objectives. 

Step 3. Determine processes and develop techniques, devices, or instruments 
for execution of the evaluation program: I, 

3.1 Involve contributions from educators, practitioners, clinical 
faculty, and students. 

3.1.1 The standards for a clinical education site were devel- 
oped with data received from all involved parties . 

3-1-2 A device for student assessment of the clinical center 

should be designed based on the standards for a clinical 
education site- (See the example of such a device in 
Appendix B.) 

3-2 Determine when and for what purpose the processes will be follow- 
ed and the techniques and devices will be used in the execution 
of the program. 

3-2.1 A preaf filiation diagnostic evaluat iOn of the clinical 

center for placement at the onset of a unit, a semester, 
or a year, or periodic reassessment at three- to five- 
year periods or when major staff changes occur. 

3-2.2 A formative evaluation can take place during a period of 
assignment as an ongoing process by the clinical center 
staff, students on assignments, and the ACCE- This can 
be accomplished on an informal basis or with special form- 
ative evaluation instruments. 

3.2-3 Summative evaluations can be implemented at the end of a 
unit, a teirm, or a year- 

3.2.3.1 At the end of an assignment of one student by the 
CIs and the student; guidelines for the student's 
assessment of the clinical center need be devel- 
oped. ^ 

3.2.3.2 At th^ end of all assignments of students from 
one eJccational institution., a composite of evalu- 
ation information should be compiled by the clini- 
cal center staff and by the ACCE, based on student 
evaluations, visits, and other feedback information. 

3*2.3.3 At the end of all assignments for one year, from 
all affiliating institutions, the clinical center 
staff should make a composite evaluation based on 
all data available from the educational institu- 
tions ' -.d from their own evaluations. 
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3. 2,3. 4 Periodic reassessment should be done by the clini- 
cal center staff, based on the standards for a 
clinical education site and its self-assessment 
guide, on a three- to five-year basis in a com- 
plete and formal manner. 

Step 4. Implement processes of evaluation of the clinical education site 

according to a ...aster plan designed by the ACCE, assisted by other 
clinical faculty, and the curriculum coiamittee. Timing should be 
determined, process outlined, data collected, and interpratations 
made of all Information. An effort should be made t6^ reduce to 
minimum the number of repeated requests to the clinical center 
staff. 

Step 5. Feedback results, based on all previous action and an analysis of the 
data collected, to all involved parties including students, clinical 
staff, faculty in educational institutions, administrators in clini- 
cal centers, and administrators in educational institutions as deemed 
appropriate by the nature of the information ^ This feedback can 
occur by personal contact or letter or phone, but primary evaluation 
data should be preserved in writing and distributed to those who 
would benefit by receiving the information. 

Step 6. Modify objectives and identify new desired outputs based on feedback 
dara. Modifications in objectives can be effective for: 

6.1 A student while still on an assignment. 

6.2 The assignment of a group of students from one educational in- 
stitution or fromseveral educational institutions. 

6.3 A clinical center when changes in staff or program take place. 

6.4 The curriculum when changes in personnel, philosophy, or re- 
sources take place. 

Step 7. Implement change when desirable and identify new processes involving 
any of the following types of actions: 

7.1 Reinforcing strengths of the clinical education site, 

7.2 Modifying weak areas in the clinical education site and its 
pro(;ram. 

7. J Adding new elements to the clinical center. 

;\^4 Inifating new types of affiliations or learning experiences. 
J.fi Pissciving the affiliation agreement. 



Evaltiation of Clini aal Faculty; 

The ProjCi:t on CiIn;i»-ol Cducacicn conclusions and recommendations on the eval- 
uation of cliviical faculty members are presented here in format similar to the 
other components of an overall evaluation program. 
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Rzcormzndaxlon: Att ACCE6, CCCE6: and Cl6 loko comtLtutz tkz ctiyiicxiZ iacjuJbUj 
6houZd bz zva^uatzd a^yi an ongoing ^ votlZ-pZanntd phjogfiam vohJick Jib /iev^ew;ed 
amuaZty. 



Recomm' ' '^tLoiV^ MUi mmbeA6 of^ thz cLiyiicaZ {^aouZty 6koiitd kavz Znput into 
th.''i dc I ojid ^ptmzntation tkz tvaZacution phjocz^b am lokich thzy oaz a^yi- 



Rzcormzndation ; UzmbzM thz cLuiical iacuZty 6hoaM havz pKtoK knoujZzdgz 
0^ thz cAiXzjvia ok compztznCLZi> on uolvich tkzy mUi bz zvaJbiatzd. 

Rzcotmzndation: Tzchniqaz^ o^ 6zZi-zvaiuation 6hoiLtd bz a ba6tc componznt o^ 
anij zvalucuUon o{^ tkz mzmbzu o^ thz cZinicuit ^acuZA.y. 

Evaluation of clinical faculty should strengthen the fabric of education and 
reemphasize the vital role played by these individuals in all phases of the 
clinical education of students. As discussed xu Section B of this chapter, 
the clinical faculty member is motivator, teacher, organizer, and administra- 
tor in the clinical education of students. Continual improvement of perform- 
ance inthese roles and professional and personal development of the individuals 
involved are important functions of faculty evaluation. Less attention has 
been paid to faculty evaluation than to stud at evaluation, as indicated by 
the literature and the "soft dafra" made available to the Project. Similar 
principles apply. Those to be evaluated should help design the program and 
take care that it is implemented as an ongoing process. Each person should 
be reviewed at least annually, and job descriptions for each position, speci- 
fically stating job responsibilities, are essential to the process; they 
should be available to individuals before employment or assignment to new 
duties, and they should be periodically updated. 

Management by objectives is suggested as a useful feature of the evaluation 
program for clinical faculty, as is self-evaluation, which when voluntarily 
undertaken in a structured way can serve to strengthen commitment to self- 
improvement and lifelong learning, so necessary for members of a profession. 
Regional planning between ^educational institutions and 2linical centers is 
also recommended, not only to improve the evaluation of clinical faculty, but 
also to reduce the number and variety of instruments or processes involved. 

A step-by-step plan for developing an evaluc^tion program for the clinical 
faculty follows. 

Step 1. Determint object ^/es (debired outpt/t' 5) for evaluation of clinical 
faculty, which might include tliC following: 

1.1 To provide information to encourage the modification of behav- 
iors where changes are needed and to enforce desirable personal 
and performance standards and characteristics. 

1.2 To obtain information 'n ordc to assess areas of strengths and 
weaknesses of each individual. 
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1.3 To provide the structure for personal development for members 
of the clinical faculty. 

1.4 To identify members of the clinical faculty who are prospects 
for promotion to greater responsibilities or whose responsibil- 
ities should be modified or changed- 

1.5 To provide information for possible certification as an educa- 
tional specialist, if appropriate- 

1.6 To identify CCCEs and CIs for appointment to academic faculty 
appointments . 

Step 2. Determine criteria (desired inputs) by which members of the clinical 
faculty will be evaluated from such sources as: 

2.1 Job descriptions, which individuals should have access to prior 
to employment; periodically updated. 

2.2 Faculty responsibilities as defined in the Essentials. 
[014] 

2.3 The content of the standards for a clinical education site. 

2.4 Faculty requirements and recommendations of educational insti- 
tut ions. 

2.5 Materials included in Chapter 4 of this report. 

Step 3. Determine processes and develop techniques "for execution of the eval- 
uation program: 

3.1 Involve appropriate individuals. 

3.1.1 The process of evaluating the ACCE should be developed by 
the CCCEs, the CIs, students, peers, and supervisors in 
the academic institution. 

:^.1.2 Evaluation of che CCCEs should be developed by the direc- 
tors of physical therapy services, clinical staff, stu- 
dents, ACCEs,and supervisors or superiors. 
.1.3 L>/aluation of the CI should be developed by the CCCE, the 

director of physical therapy services, students, and ACCEs. 

j.2 Detsnniiie v;hen and for what purpose the processes will be follow- 
ed and the i^.echniques will be used in the execution of the pro- 
gram. 

3.2.1 Diagnostic self-evaluation may be desirable and profitable 
prior to assuming responsibilities for a unit, a term, an 
assignment, or a year by the ACCE, the CCCE, or the CI. 

3.2.2 Formative evaluation should be performed during periods 
of activity as an ongoing program involving frequent com- 
munications with students, superiors, or colleagues up 
and down the line of communication. A midterm or midunit 
evaluation of the CI and perhaps the CCCE may be wise. 

3.2.3 A suramative evaluation at the end of a year, term, or 
assignment varies depending on the individual involved. 

3.2.3.1 The CI should be evaluated at the end of the year 
by the CCCS, self-evaluation, peers, and director 
of physical therapy services. Students should 
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3.2.3.3 



3.2.3.2 



evaxuate the CI at the end of an assignment if 
the CI is new or knovm to be in need of reinforce- 
ment or improvement. Routine student evaluation 
may be discouraged if the individual has perform- 
ed well over a period of years. 
The CCCE should be evaluated at the end of the 
year by the CIs, the ACCEs, the director of phys- 
ical therapy services, and self -evaluation tech- 
niques. Routine student evaluations at the end 
of each assignment may be discouraged if the 
individual has routinely performed well over a 
period of years. 

The ACCE should be evaluated at the end of the 
year by self -evaluation techniques, students, 
peers, CCCEs, CIs, and the director of the educa- 
tional program. 



Step 4. 



Step 5. 



Step 6. 



Implement processes of evaluation of the clinical faculty according 
to a plan developed collaboratively between the educational institu- 
tion and the clinical center, using a time frame and instruments and 
processes mutually agreed to. Depending on the naLure of the devices 
and the frequency of their use, the data should be collected by appro- 
priat-^ individuals, synthesized, and then interpreted. 

Feedback results by mechanisms which should be in effect once the data 
have been collected and interpreted indicating the sctual output of 
the clinical faculty members. This material should be shared in 
writing and by other forms of comm?anication with ap-^ropriate indivi- 
duals at the educational institution and the clinical center, includ- 
ing supervisors, administrators » &nd individuals personally evaluate' 
A crucial step in the evaluation process is for the individual to be 
fully informed of the content of all sources of evaluation of his/her 
performance. 

Modify objectives and determine new desired outputs with relation to 
the behavior and Job responsibilities of members of the clinical 
faculty: 

6.1 Immediately while the student is still on assignment; this would 
involve all clinical faculty, 

6.2 Regularly, at least once a year for all clinical faculty. 

6.3 At the end of an assignment of one student, if iiidicated, for 
the CCCE and the CI. 

6.4 At thi?. nnd of all assignments from one academic institution to 
one clinical center for the CCCE and the CI. 

6.5 At the t^Ad of all assignments from all schools for the CCCE and 
the CI- 

6.6 At the end or all assignmr^nts for the year for the ACCE. 

6.7 At the end of all assignments for one year for students from 

one academic institution to one clinical center for the ACCE from 
the sending institutioi^* 



2-51 



ERIC 



90 



step 7. Implement change or put new processes in motion which would: 

7.1 Reinforce desirable behavior of all individuals involved. 

7.2 Suggest changes or modifications in behavior for all individ- 
uals where indicated. 

7.3 Assist in planning self-improvement strategies for all individ- 
uals where indicated. 

7.4 Change the job responsibilities as indicated for specific indi- 
viduals . 



Evaluation of .Leamins Experiences 

1l2.comm(LndcvUovL: An zvaluaUon pKOQfum 6houZd IncZadz an ci&6Q^6mznt oj thz ^ 
quaJ^My and m&ctLvzn&^.i oi Ucum^g zxpViizn(iQj> u}hi(ih havz bzzn otiXczed 
tkz itadznt'i cLiyiiaaZ zduccution. 

After objectives of clir.ical education are determined early in the planning, 
as highlighted in Section C of this chapter, learning experiences should be 
selected or designed in order for the student to have the opportunity of 
achieving the objectives. Learning objectives cover a broad range of educa- 
tional opportunities, such as: giving case reports, observing a surgical pro- 
cedure on a patient to be treated, evaluating a home situation, or performing 
an ac-SGssment of motor development on an infant. Too little attention has 
been paid to assessing the purpose, quality, and effectiveness of the learning 
experience and its appropriateness to the objectives of the clinical education 
experience. Greater efforts need to be exerted also in determining if learn- 
ing experiences are appropriate to clinical education objectives and if clini- 
cal education objectives uan be achieved by the learning experiences which are 
avalable to students. The Project concluded (see Chapter 5) that discrepan- 
cies exist between objectives for clinical education and the learning experi- 
ences participated in by students. 

Logically, when objectives are first identified as desirable, learniug experi- 
ences necessary no achieve those objectives, and how they -an best be evalu- 
ated, should also be planned. Evaluation of the learning experience should 
include an av.alysis of: 

1. The program objectives for each learner. 

2. The experience which contributes to the attainment of the objective. 

3. The response shown by the student. 

4. The reinforcement which encourages the desired response. 

Feedback on the evaluation of learning experiences is needed not only by the 
student but also by those responsible for designing the educational program. 
A host of learning experiences are utilized to achieve objectives associated 
with individual patient services, communications, administration, and pro- 
fessional and individual growth. 

Evaluation of learning experiences can be carried out by a variety of tech- 
niques including rating scales and checklists, direct group discussions with 
students and staff, individual interviews and debriefing sessions, an analysis 
of learning outcomes, an assessment of student competencies, questionnaires. 
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surveys of new graduates, and comparisons of groups of students with similar 
experiences and groups of students with different experiences • 



Planning an evaluation program for learning experiences can be outlined in a 
step-by-step approach as follows. 

Step 1. Determine objectives (desired outputs) of evaluation of learning ex- 

pe ances occurring in clinical education, which may include acquiring 
information for the following purposes: 

1.1 To ascertain if objectives of the assignment were met. 

1.2 To ascertain if objectives of the clinical education program 
were met. 

1.3 To ascertain if objectives of the curriculum were met, 

1.4 To ascertain if individual student objectives were met. 

1.5 To reinforce or modify the design of the curriculum or the 
assignment of students for clinical education. 

1.6 To discover the areas of student development best fostered by 
specific learning experiences available and utilized. 

Step 2. Determine criteria (desired inputs) of objectives of learning exper- 
iences against which they will be evaluated, which can be derived 
from: 

2.1 The standards developed by the Project for a clinical education 
site (see Appendix B) . 

2.2 The objectives of an individual clinical education assignment 
as determined by the ACCE, clinical center staff, and the stu- 
dent. 

2.r The objectives of the clinical education phase of the curriculum 
and those of the clinical center. 

2.4 The primary objectives of the total curriculum. 

2.5 The design of the curriculum and its clinical education compon- 
ents (e.g., concurrent versus block assignments, range of assign- 
ments by type of agencies). 

Step 3. Determine processes and techniques or devices for execution of the 
evaluation of learning experiences: 

3.1 Involve input received from practitioners, clinical faculty, and 
students. In addition to the academic faculty, in order to im- 
prove the validity and acceptability of the techniques and 
devices ► 

3.1.1 Input from one group may be greater than another at any 
one point in time (e.g., evaluation of learning experi- 
ences of one student in a clinical setting may involve 
major contributions by the CI, but evaluation of learning 
experiences asS' ciated with meeting the overall objecuives 
of the entire curriculum would include the CI to a lesser 
degree) . 

3.2 Determine when and for what purpose the processes will be follow- 
ed and techniques and devices will be used in evaluating learning 
experiences . 
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3.2.1 Diagnostic evaluation of available learning experiences 
for students includes: 

3.2.1.1 A preaf filiation diagnostic assessment for a new 
contract or a new affiliation, using appropriate 
sections of the standards in Appendix B and the 
inventory for self-assessment. 

3.2.1.2 A diagnostic reassessment every three to five 
years, or when major staff or program changes 
occur, either in the clinical center or in the 
curriculum (using appropriate sections of Appen- 
dix B) . 

3.2.2 Formative evaluation of learning experiences takes place 
during the period of clinical education assignment and 
the process is most often ongoing, concurrent, and daily 
by the clinical center staff and students, with input 
from the ACCE only if needed. The system is usually in- 
formal with no evaluation device utilized. 

3.2.3 Summative evaluation of learning experiences includes an 
evaluation of a unit, a semester, a term, or a year and 
may be carried out; 

3.2.3.1 At the end of one student's assignment by the 
clinical center staff and by the student, using 
appropriate sections of Appendix B or special 
devices . 

3.2.3.2 At the end of all assignments of students from one 
educational institution by the clinical center 
staff, using appropriate sections of Appendix B. 
The ACCE should also make a composite statement 
based on feedback from the students and based on 
information derived from visits to the center and 
from other sources. 

3.2.3.3 At the end of assignments for one year for all 
affiliating institutions by the clinical center 
staff itself, using appropriate sections of Appen- 
dix B. 

3.2.3.4 By periodic reassessment by the clinical center 
staff, using appropriate sec;:ions of Appendix B. 

3.2.3.5 By periodic reassessment by faculty members in the 
educational institution, based on all objectives 
of the curriculum, using feedback data from actual 
experiences of students at the end of the year and 
follow-up data on graduates of the curriculum. The 
process should include contrasting curriculum ob- 
jectives to clinical education objectives and to 
the actual learninj^ experiences utilized. 

3.2.3.6 By : variety of devices developed and used depen- 
ding upon the scope to be evaluated. 

Step A. Implement processes for evaluation of learning experiences, collect 
data, and interpret data according to a master plan designed by the 
ACCE assisted by the clinical education or curriculum committee. 
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Step 5. Feedback results, using mechanisms and actual outputs based on actions 



occurring in Steps 3 and 4 above. Information should go to all con- 
cerned, and it should include an analysis of learning experiences 
available and utilized, as well as the quality and appropriateness of 
thoce utilized. In addition, it is valuable to know why learning ex- 
periences that seem to be desirable are not or cannot be utilized. 



Step 6. Modify objectives and identify new desired outputs which can be effec- 
tive for: 



6.1 A student currently on an assignment or anticipating the next 
assignment. 

6.2 The assignment of a group of students from one educational in- 
stitution. 

6.3 The assignment of groups of students from several educational in- 
stitutions to a clinical center. 

6.4 A change in curriculuis ob jectlv<;^s or acknowledging an inability 

to implement:, existing objactives and making necessary adjustments. 

6.5 Wlien resources in the clinical center change. 



Step 7. Implement change when desirable and identify new processes iirv'ol- 
ving any of the following types of actions: 



7.1 Modifying programs by changes in learning experiences made 
available to one student or a group of students. 

7.2 Reinforcing and strengthening the learning experiences. 

7.3 Modifying the design of clinical education in a specific clini- 
cal center if learning experiences cannot be changed. 

7.4 Adding learning experiences as needed and available. 

7.5 Dissolving the affiliation agreement if desired objectives can- 
not be attained by securing the needed learning experiences. 

7.6 Modifying the design of the curriculum if it is impossible to 
implement the desired learning experiences. 



Evaluation of Curriculum 



Rzcommzndcution: G^zcutoA z^ionX6 6houZd 6e madz to a6^e64 thz acXiaaZ outcomu 
0^ tkz (UJLAAlcaZum ^ofi 6tudznt6 In phy^ZcaZ tkzmpy by 6y6tmaticxiZly and k.zqu- 
Zjojdbj zvaiucvting oLt pha6Z6 tkz cuA/UcuZm and thz g^diLatz&. 

Rzcotmzndatlon: Each zdaccitionaZ In^titijution 6koatd mcUntain a cjViA^ciitm 
cornmlttzz, cjompt . * pzuovu^ uxiXk a c/io66 6ZctLoii oi ivvtoAUtii, cha/igzd voaMi 
tkz n^upon^lbAjL n ' xpzdiXing thz zvaiuat^on pHjoghmi. 

Evaluation of the curriculum in physical therapy should receive greater atten- 
tion from educators. This evaluation should include all components of the 
curriculum and should involve those persons associated with cl" leal education 
since they are an integral part of the total educational program. Those 
associated vith this Project do not believe it wise to evaluate the clinical 
education component of the curriculum separately from the entire curriculum of 
which it is a part. 
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Curriculum evaluation is needed for each educational institution in order to 
determine the degree of success achieved in meeting predetermined objectives; 
to identify the causes of discrepancies, if any, between actual outcomes and 
the desired outcomes previously determined; and to learn whether or not the 
objectives of the curriculum are appropriate to the day and time. [068, 7 79, 
197) 

Unless the process of curriculum evaluation is systematically preplanned and 
scheduled and responsibility for its execution included in job descriptions 
or charges to committees, it is frequently neglected. Educators associated 
with physical therapy should be familiar with the literature on curriculum 
evaluation which is abundant, but still advice of a person considered an ex- 
pert in curriculum design and implementation is recommended as a wise invest- 
ment. An established ongoing process is easier and more effective than occa- 
sionally mounting an episodic effort or crash program. [171 , 216] For edu- 
cators to state that there is no time to evaluate the curriculum because of 
busy schedules is to cast doubts on the entire educational undertaking. 

The seven-step outline format used pr-.vlously here in Section D can be applied 
to establishing and maintaining a constructive evaluation program for the 
curriculum. 

Step 1. Determine the objectives (ci^dired outcomes) of curriculum evaluation, 
which may include some or all of the following: 

1.1 To ascertain if the graduates of the curriculum are meeting 
curriculum objectives. 

1.2 To ascertain if curriculum objectives are appropriate to society 
and to the students. 

1.3 To ascertain if the design of the curriculum is appropriate and 

effective. 

1.4 To promote consumer sensitivity to educational endeavors and 
needs. 

1.5 To stimulate, motivate, and encourage all those individuals 
associated with the curriculiam. 

1.6 To assess the design of health manpower systems and the roles 
of the graduates in physical therapy. 

1.7 To ass. the design of professional governance of health person- 
nel, education, and voluntary associations. 

1.8 To provide useful information to students concerning their future 
careers . 

Step 2. Determine criteria (desired inputs) for the objectives of the curric- 
ulum evaluation program in order for judgments to be made. The 
criteria can be drawn from: 

2.1 The objectives of the curriculum. 

2.2 The needs of society for health care. 

2.3 The needs of the graduates in physical therapy. 

2.4 The needs of the profession. 

2.5 The design of the curriculum, including its clinical education 
components. 

2.6 The execution of the curriculum, including its clinical educa- 
tion components. 

95 
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Step 3. Determine processes to be followed and develop techniques and devices 
to be utilized in executing the curriculum evaluation program. 
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3.1 Involve academic and clinical faculty, students, graduates, and 
consumers of physical therapy services in varying degrees depen- 
ding on the time or the effort and the focus of the unit or 
issue under study. 

3.2 Determine when and for what purpose the techniques or the pro- 
cesses ought to be instituted. 

3.2»1 Periodic diagnostic assessments of the total curriculum 
and its components should be carried out. 

3.2.2 F'orcative evaluation of the curriculum by course, unit, 
or tc-rji (including clinical education assignments) can 
be carried out on both a formal and informal basis* 

3.2.3 Sunrmative evaluation of the curriculum by unit, term, 
semester, or year can be carried out: 

3.2.3.1 At the end of a unit, term, or semester by a 
variety of special techniques with input from 
students, clinical faculty, and academic faculty. 

3.2.3.2 By a comprehensive examination or an assessment 
of all student records at the end of the curric- 
ulum year by students and faculty. 

3.2.3.3 By assessment of performance on certifying or 
licensing ex:'^-^inations . 

3.2.3.4 By graduate? the curriculum froiB one to five 
years afte:*' luation in a formalized process. 

3.2.3.5 By peers, - . - Isors, employers, and consumers 
of the ser\v of the graduates from one to 
five yeai'F? -^tor graduation by formal methodol- 
ogies. 

3.2.3.6 By an annual assessment of the curriculum and 
all of f ti.- components by a curriculum committee 
using a y&tematic approach oil a formal basis 
and a v.:^:;sive effort every five years. 

3.2.3.7 By as^^essing the size and causes of the attri- 
tion rate from the curriculum. 

Step 4. Implement the processes for evaluating the curriculum and collect 

and interpret data according to a master plan designed by the curric- 
ulum committee or appropriate group and involving all of those assoc- 
iated with the clinical education component of the total curriculum. 

Step 5. Feedback results of the curriculum evaluation to: 

5.1 Students, clinical faculty, and the faculty in educational in- 
stitutions . 

5.2 Administrators in educational institutions and clinical centeirs 
as appropriate. 

5 . 3 Consumers of the services of the curriculum and the graduates 
as appropriate. 

5.4 Professiona: associations and colleagues concerned with educa- 
tion and service as appropriate. 
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step 6. Mociify objectives and identify new desired outputs based on analysis 
of the information which has been gathered, interpreted, and shared 
with appropriate individuals. New curriculum objectives might be 
for: 

6.1 A unit or a course. 

6.2 An entire class of students for one year. 

6.3 Future classes of students. 

6.4 Recruitment of new students. 

Step 7. Implement change when desirable and identify new processes, which can 
include some or all of the following types of actions. 

7.1 Modifications may be made by students and/or faculty members 
(inclutling academic and clinical). 

7.2 Reinforcements may be made to the strengths of the curriculum. 

7.3 Changes may involve an assignment, a unit, a course, a t^m, 
or an entire year's curriculum. 

7.4 Complete revision of the curriculum nay be indicated. 



A Final Word 

Evaluation is a logical topic for concluding Chapter 2's overview of the out- 
comes of the Project on Clinical Education in Physical Therapy, for evaluation 
overlaps all the topics considered by the Project. More than overlap is in- 
volved, however^ because a viable evaluation program— including active, ongoing 
and participative utilization of results in decisions large and small— can be 
what holds the entire educational enterprise together through the inevitable 
forces of changing society. 

The following Charrters 3 through 6 follow the same sequence of subject matter 
as the present chapter— the pla^e, the people, the process, and evaluation. 
These ensuing chapters discuss the topics in considerable detail and present 
supporting information gleaned from all sources available to the Project. 
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Chapter 3 
THE CLINICAL EDUCATION iSITE 



Section A of the preceding chapter presents the conclusions and recommenda- 
tions of the Project on Clinical Education in Physical Therapy with respect 
to the selection and development of clinical education sites {pages 2-2 - 
2^14). Here in Chapter 3 the deliberations of the Project are discussed 
in some detail, and resource materials from several sources are pyes^nted 
with reference to the settings for clinical education in physical therapy. 

Some basic considerations on clinical education as part of the total 
curriculum appear first, followed by "major section covering patterns, 
problems, and opportunities in the utilization of various clinical si.Ves 
for education. The chapter concludes with descriptive material on the 
current characteristics of six types of clinical education sites. 

BASIC CONSIDERATIONS 

Since clinical education is an intrinsic part of the total curriculum, it 
is appropriate here to review some fundamentals on vrhich curriculums are 
built. (22/) Curriculums should be designed so as to fulfill the needs 
and the requirements of (a) society, (b) students, (c) specialists, and 
(d) professional standards. {194} These four areas overlap and change 
continually as should the resulting curriculums. 

Society . Consumers want skilled and considerate care where they live. and 
when they need it. Existing health r'are plans already include outreach 
programs, rural health, neighborhood health clinics, and community health 
projects — primary entry points to the health care system. Additional 
population groups that need physical therapy services include the mentally 
ret:irded, mentally ill, high-risk infants, preschool and school age 
children, student athletes, geriatric citizens, the chronically ill, and 
people with cardiovascular problems, as well as patients in acute care 
institutions and rehabilitation centers. To serve all of these requires 
additional specialization and expansion of services; the curriculum rmzt 
be responsive. {112, 071, ZZ8, 052, 040, 161, 244] 

Students . The current literature emphasizes the students' individual 
learning needs, as reflected in such phrases as learner-oriented education, 
individual motivation, self-paced learning, and individual learning 
styles. In order to work effectively together after graduation, students 
need also to learn together through interdisciplinary, education, both in 
the classroom and in the clinical situation, with a broader range of health 
professionals and other personnel. Off-campus learning in real-life 
situations is essential if students are to see society's needs at first hand. 
Off-campus affiliations have been a part of physical therapy education for 
decades, but as the scope of services continues to expand, so must the 
scope of sites selected for clinical education. 
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Specialists . Health specialists are usually identified according to the 
classification of their patients' or clients' needs by age, level of care, 
and by the disease, injury, or disability.. The age range of patients encom- 
passes the prenatal period through the entire life cycle. The level of care 
'^acompasses prevention through the continuum of health care services. The 
third classification deals with a broad scope of injuries, disabilities, and 
diseases. There are specific needs for physical therapy specialists which 
cannot be ignored by educators. According to the University of North Caro- 
lina at Chapel Hill (UNC-CK) study, the c;-nsensus is that the student physi- 
cal therapist should be given the opportuTj;Uy to concentrate in an area of 
special interest if he or she wishes; most educators agree, however, that 
the physical therapist assistant stu:!a<:^^^.t shou3,d not have that opportunity. 

Professional standards . All professions identify the minimum standards on 
which professional education should be judged for certification or accredita- 
tion purposes. However, the minimum is S poor goal. Curriculums based mere- 
ly on today's task analysis or micv^rmum educational standards may ill prepare 
students for tomorrow's needs or for their own growth potential. Flexible 
curriculums, adaptable to adjusting population needs, must be the basis for 
professional standards to meet changing patterns of the health care delivery 
system. The academically prepared student is better able to benefit from 
clinical education than one who is not. (753) 

As set forth in Secti'.i C of Chapter 2, and discussed at length in Chapter 5, 
"The Process of Clinical Education,*' curriculums should be formulated on a 
philosophy developed by the faculties in their own institutions. The philo- 
sophy of the physical therapy curriculum is determined by the needs of socie- 
ty, students, specialists, and professional standards; it should be developed 
thrc'jgh input by all the faculty, both academic and clinical, and by the 
students. Building on the philosophical base, the overall behavioral objec- 
tives of the curriculum should emerge. Each learning experience along the 
continuum of the entire curriciilum should be designed around behavioral ob- 
jectives. {194, 044, 221, 077, 067, 072, 018) 

Objectives 

"Clinical education in physical therapy is the process by which the student 
is given opportunities to learn to apply knowledge, develop attitudes, and 
practice skills in a clinical setting." (077) Clinical education should 
provide learning experiences to help the student meet the objectives not 
only of the unit of the curriculum, but also of the entire curriculum. Ob- 
jectives of clinical education can presently be studied by examining the 
specific documents made available the Project by educational administra- 
tors; 56 percent of the physical therapist assistant programs and 71 percent 
of the physical therapist programs existing in the fall of 1974 submitted 
usable information on objectives in clinical education. 

These objectives are placed in topical categories showing frequency of their 
appearance in Table 3.1; the ranking by frequency of each objective is shown 
in Table 3.2. An examination of these tables shows that objectives for the 
clinical education phase of the curriculum are primarily focused in the areas 
of direct patient care, interpersonal relations and communications, profes- 
sional attitudes and ethics, administration, integration of didactic and 
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clinical education, personal qualities, and teaching and supervisory skills. 



The educational objectives of physical therapist assistant programs most fre- 
quently included objectives related to patient care, interpersonal relations 
and communication, professional attitudes and ethics, and integration of di- 
dactic and clinical education. 

Objectives related to patient care are still paramount for the students in 
physical therapy, and objectives related to interpersonal relations and 
coimnunications are the next most important, regardless of whether the student 
is beginning, intermediate, or advanced. Priorities for other objectives 
change significantly depending on the level of the learner. For instance, 
objectives relating to administration rank high for the advanced physical 
therapy student, but low for the beginning student. The integration of di- 
dactic and clinical education ranks high for the advanced assistant student, 
but not as high for the beginning assistant student. 

At regular intervals educators should compare their total curriculum objec- 
tives with those for the clinical education program, then compare these with 
the product standards developed by the American Physical Therapy Association 
(APTA) , checking for continuity, sequence, and coverage. [OU] 

The clinical education site to which the student is assigned has its own ob- 
jectives. Lists of objectives of the clinical center as a whole were sub- 
mitted to the Project by 114 clinical centers* There were many objectives 
that did not relate to education, as could be expected; 29 respondents did 
not include any objectives related to education; 67 reported educational ob- 
jectives for students in physical therapy, 66 for other than physical therapy 
students, 64 for continuing education of staff, 26 for the community, 13 di- 
rected to nonemployee professionals, and only 6 for the patient and/or his/ 
her family. 

An analysis was also made of the educational objectives of the physical ther- 
apy service, which were submitted by 205 clinical centers; 27 respondents 
listed no educational objsctives, but 177 reported objectives for the profes- 
sional growth of their own staff and 103 referred to personnel other than 
physical therapy — professional and otherwise. Only 99 had objectives which 
related to education of students in physical therapy. Of the others, 87 had 
educational objectives related to patients, 44 to the community, 34 to family 
members, 33 to other or unspecified types of persons, and 4 to general educa- 
tion. It is interesting to note that "Standards of a Physical Therapy Service" 
adopted by the APTA in 1971 mentions only the continuing education role of 
the service; there is no mention of basic clinical education. [012] 

In addition to the overall objectives for the service, 159 centers submitted 
lists of objectives for clinical education in their physical therapy services. 
Educational objectives by s. Jyii^ct matter are tabulated in Table 3.3 by fre- 
quency and by level of educ^iCion of the student. Table 3.4 shows the rank of 
objectives by the frequency of their appearance by type of educational program 
and aTso by the level of student. 

The clinical education objectives cited by clinical centers which appeared 
most frequently related directly to patient care, then in descending order to 
interpersonal relations, communications, and administration. The rank and 
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frequency of occurrence of educational objectives are fairly compatible with 
those from the educational sending institution^ as reported in Tables 3,1 and 
3-2. 

From the clinical center's viewpoint, there are some problems in achieving 
these objectives • In the UNC-CH study, 52 percent of the 250 center coordi- 
nators of clinical education (CCCEs) who responded reported that the length 
of the affiliation was too short to accomplish these objectives, and 40 per- 
cent felt that they lacked time in the day to permit the student to perform 
all of the activities necessary to fulfill the objectives. 

Regardless of the manner in which clinical education is arranged, integrated, 
synthesized, and made part of the total curriculum, the specific objectives 
should take their direction from the overall objectives of the curriculum. 
They must be compatible with the basic philosophy and object?lves of the en- 
tire curriculum. Regardless of derivation, objectives for clinical education 
should be expressed in behavioral terms, in terms of the learner, and with 
concern for the competencies of the end-product of the curriculum. (22?, 
061, 072, 044, 194, 139] 

Many educators in physical therapy today use for the basis of their work the 
proceedings of the Council of Physical Therapy School Directors institutes of 
the 60s and the institutes sponsored by the Vocational Rehabilitation Admini- 
stration and the American Physical Therapy Association, as well as other pub- 
lications of the American Physical Therapy Association. The earlier insti- 
tutes emphasized behavioral objectives, while the most recent publications of 
the American Physical Therapy Association emphasize the product standards, 
[066-072, OU, 017-021, Oil) 

There are few documents t'o assist an educator in planning curriculums especial- 
ly for the physical therapist assistant. There is literature from the APTA 
which describes the role and function of the assistant, and educators use 
these materials as a basis for planning their educational objectives for clin- 
ical education as well as for their entire curriculum. iOOS) 

Here in this chapter on the clinical education site it is important to note 
that students have their own objectives not only for enrolling in the educa- 
tional program, but also for their assignments to clinical centers. Of the 
new graduates who responded to the UNC-CH study, 31 percent indicated that as 
advanced students they always had their own objectives, and 41 percent indi- 
cated that they usually did. Only 6 percent said that they had never formu- 
lated any objectives of their own. New graduates indicated that their objec- 
tives were usually given either verbally or in writing, upon arrival at their 
assigned centers. Only 12 percent of the new graduates indicated that their 
objectives were ignored. 

The reader has already seen the Project's brief conclusions and recommenda- 
tions on the role of education objectives (pages 2-27 - 2-30). It cannot be 
emphasized strongly enough that once they have been identified, objectives 
become valuable only if they are used to design learning experiences. [077, 
06S) The process of designing learning experiences to accomplish the ob- 
jectives of the clinical education experience is not difficult and has been 
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addressed in the literature and in workshops. In order for the learning ex- 
perience to possess sequence and continuity, the objectives should be followed 
in the student's day-to-day learning experiences and ascignments . If, for 
example, thi curriculum objectives include activities in administration, there 
must be learning experiences in administering a physical therapy service. In 
point of fact, the subject of administration is useiful as an illustr<0:ion, 
because very few new graduates responding in the UNC-CH study believed that 
studying an annual or monthly report was useful to them, or that they were 
prepared to consult, design staff evaluations, design appropriate inservice 
education progijams, perform internal audits, or supervise others — all activi- 
ties considered part of the administrative capabilities of the new graduate, 
as reflected by the product standards and curriculum objectives. 

The point in noting these particular needs for learning experiences is to 
emphasize that objectives for the overall curriculum and for the clinical 
education experience (including the student's own objectives) have little 
meaning unless implemented by planned learning experiences jf the quality and 
quantity to permit the student to develop related competencies. This requires 
joint planning, mutually acceptable objectives, and complementary relation- 
ships between the staff in the educational institution and the staff in the 
clinical center. 

PATTERNS, PROBLEMS, AND OPPORTTOITIES 

The time to devote to clinical education is influenced by philosophic and 
pragmatic considerations, such as, where in the curriculum the learning ex- 
periences should occur, how to arrange the experiences, and why they are 
placed where they are. The answers to these questions are not always easy to 
determine. Concurrent learning may be a part of the philosophy of the faculty, 
but it may not be possible. When concurrmt learning is not a part of the 
philosophy, the design of clinical education may be based on availability of 
clinical centers or other factors, such as cost. There are several basic 
patterns to the design of clinical education assignments. 

Timing Consideration s 

The Project identified four types of concurrent programs. 

1. One pattern calls for all clinical education to occur concurrently 
with didactic instruction, ruling out full-time block assignments. 

2. Frequently there is a concurrent pattern which calls also for a full- 
time block assignment at the end of the curriculum prior to gradua- 
tion. 

3. A third pattern consists of a number of concurrent assignments plus 
the full-time block assignment in the middle of the curriculum. 

4. A fourth design consists of some concurrent assignments and multiple 
full-time blocks interspersed throughout the curriculum. 

The Project identified three patterns in those curriculums with no concurrent 
design. 
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1. Clinical education consisting of a final full-time block assignment. 

2. One full-time block of clinical education in the middle of the cur- 
riculum — usually between the first and second years or between the 
junior and senior years. 

3. Several full-time block assignments interspersed in the curriculum 
with no concuDrent assignment • 

The clinical experience may occur early in the curriculum, in the middle, 
late, or continuously. Different patterns of assignment exist for the be- 
ginning, intermediate, and advanced student. The design may be determined by 
whether the clinical centers are willing to accept students on a part-time or 
full-time basis over a 12-month period and whether they will accept students 
of different educational levels at the same time. The time pattern is also 
affected by the proximity of the educational institution to sufficient clin- 
ical centers for assignment of all of their students. Clinical learning ex- 
periences can be arranged from simple observation to participation in the 
activities of the service and from simple tasks to problem-solving tasks. 
When students are assigned to clinical centers for more advanced work, there 
are opportunities to pursue special treatment procedures and to develop com- 
petencies in administration, supervision, and teaching. 

Although all the patterns described above were being utilized in 1974, a 
total of 63 percent of the physical therapist programs and 44 percent of the 
physical therapist assistant programs which sent in materials at the Project's 
request had arranged their clinical education in concurrent patterns with a 
final full-time block assignment. Fewer (26 percent of the physical thera- 
pist programs and one of the physical therapist assistant programs) used a 
concurrent plan with multiple full-time block assignments throughout the cur- 
riculum. Very few programs used the pattern of a final full-time block assign- 
ment with no other concurrent learning experiences; other patterns were re- 
ported less frequently (see Table A. 2), It should be remembered that these 
are ''soft data" and cannot be considered representative of all educational 
institutions, only a reflection of those educational programs that were 
willing to submit information or had materials readily available. 

From the same source, it was learned that physical therapist students in 27 
programs spent an average of 14.3 weeks in clinical education when the final 
full-time block experience was utilized, and chat physical therapist assist- 
ant students in seven programs spent 7.9 weeks. The range for a physical 
therapist student was from 11 to 20 weeks aud for an assistant student from 2 
to 16 weeks (see Table A. 3) . 

There has been discussion through the years about the heavy utilization of 
clinical centers during the summer months. There is a discrepancy in the 
information on the seasonal utilization of clinical sites between that re- 
ceived by the the Project in materials from the clinical centers and that 
which was reported by the UNC-CH study. Both sources indicate that February, 
March, April, and May were the heaviest months for assignments, but there was 
little agreement on the other months of the year. In the "soft -data" infor- 
mation, 26 percent of 180 clinical centers indicated that students were pre- 
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sent 12 months of the year, but in the more reliable UNC-CH study a 
smaller proportion, 16 percent of the 350 responding centers, reported stu- 
dents present all 12 months; of the responding directors of physical therapy 
services, 43 percent said they would be willing to accept students any time 
during the year (see Tables B.l, D.3, and 

Over half of the 130 new graduates in the UNC-CH study indicated they were 
usually satisifed with the length of their affiliations, but more than half 
the responding CCCEs felt that current affiliations were not long enough to 
accomplish objectives, as mentioned earlier. The length of most assignments 
for the beginning student or the advanced student is not known, but consid- 
erably more than half the resp'^nding CCCEs indicated that five to six weeks 
was desirable for the beginning student. For the adv unced student, most 
CCCEs indicated that from seven to eight weeks was adequate. Nine weeks or 
more was considered too long for beginning students, and two weeks or less 
was considered too short for the same student. For the advanced student, 
three or four weeks w^is considered by the majority as being too short an 
assignment. 

Complexities can result when students at different stciges in the curriculum 
are assigned to a clinical center for the same period of time. The most 
difficult pattern to schedule and to manage is one with overlapping schedules 
for full-time and part-time students. Schedules which are simultanecas for 
full-time and part-time students are also difficult. Nonoverlapping full- 
time schedules are the easiest to manage, with simultaneous part-time sched- 
ules rated next in ease of scheduling. ( See Appendix D, Table D.2 and D.4.) 

In the UNC-CH study, directors of physical therapy services were most 
willing to accept full-time senior students in the full-time block; part-time 
senior or part-time juniors, came next, and they were least willing to 
accept full-time juniors or masters students from the basic preparation 
programs. Fewer than half of the directors indicated willingness to accept 
second-year physicial therapist assistant students and fewer still indicated 
willingness to accept first-year assistant students. Less than half of the 
directors indicated willingness to accept graduate students at the advanced 
preparation level for any kind of clinical experience. When asked if the 
center was willing to accept affiliating students from physical therapist 
and physical therapist assistant programs at the same time, 63 percent of 
the directors said no. When asked if the center was willing to accept two 
levels of students it the same time, 52 percent said no. 

Three fourths oi: the CCCEs employed some kind of formula in determining the 
number of students who can affiliate with the clinical center at any one 
time. The ratio was one student to one staff therapist for beginning stu- 
dents; the ratio for senior students tended to be two students to one staff 
physical therapist. Three fourths of the CCCEs indicated they can accommodate 
a maximum of two students a single period of time, but the range of re- 
ported numbers of students who can be accommodated at any one time extended 
as high as 20. Approximately one third of the directors of physical therapy 
services indicated that consideration had to be given to the number of staff 
vacancies, staff willingness to work with students, the number of students 
who had previously or had just recently been in the center, staff experience, 
and the type of schedule; 28 percent of the directors indicated that the 
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number of students accepted would depend upon the number of available 
patients of sufficient interest and on the projected patient load. 



Constraints 

Educators are concerned about a number of factors affecting their ability to 
provide the types of clinical education programs needed by their students, 
including th^ sometimes inferior quality of the prograins at available clinical 
education sites. In the UNC-CH study, they reported that 4^sirably located 
clipical centers are often crowded with -students from ot'; er institutions, 
and that some impose added costs on the student or on the educational insti- 
tution. As discussed later in this chapter, some of th»^se problems were more 
prevalent in certain geographic areas and types of sites than in others, 
and some were more imagined than real. The areas of greatest unmet need 
identified by educators concerned rehabilitation centers and programs in 
pediatrics, particularly early childhood proj^rams. 

In the UNC-CH study, fewer than 10 percent of the clinical centers responding 
were chronic disease hospitals, mental retardation facilities, mental health 
fc-ilities, public health agencies, geriatric centers, private practices, 
geriatric centers for the chronically ill, day-care centers for pediatrics, 
day-care ceatiars for geriatrics, and outreach clinics. Such sparse use in 
physical therapy education of centers devoted to primary care, mental health, 
community health, chronic illness, geriatric care, and day care for the young 
and the aged, means that too many of our students have not been exposed to 
the large number of patients receiving health care in these kinds of settings. 
Failure to see and react to this need may account for some of the presen' 
unmet educational needs of physical therapy students, but it must be acknow- 
ledged that in many settings where the need has bean identified there have not 
been enough physical therapists to provide educational experiences for the 
students. (052) The availability and development of clinical education 
sites need further analysis, as recommended by the Project. 

The quality of some available clinical education sites has been a constraint 
on student placement. Students expect and demand adequate ecucational 
experiences in high-quality rehabilitation centers, progressive pediatric 
programs, and good teaching hospitals, both community based and university 
centered. In many of the less frequently used t3rpes of clinical centers, the 
staff as well as the patients or clients are too few in number for the large 
number of students to be accommodated. 

Distance between the educational institution and the clinical center is also 
a factor for consideration. The Project concluded that the time involved 
for the faculty from the educational institution to travel to the clinical 
center for joint planning activities and for routine communication with the 
clinical staff must be within reason, and the same is true for the clinical 
faculty member who must come to the educational institution for supervisors 
meetings, workshops, seminars, and committee meetings. Travel cost can be 
a Constraint also. 
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Time and the availability of transportation for the students to travel to 
part-day and half-day assignments in their own contfflunities can be a problem 
in terms of e2q)ense and inconvenience. Some programs are arranged so that 
students may take one full day a week for community health assignments, 
rather than part-day or half-day assignments, in order to alleviate travel 
problems. A recent study of nvarsing education indicated that most student 
nurses affiliate within a 25-mi3se radius of their parent school; such 
an arrangement is frequently impossible or undesirable in physical therapy 
education, (227) 

Frequently not acknowledged but important to state-supported and community- 
supported institutions is, the desirability of affiliating, with agencies 
within their governmental jurisdiction. Since many community colleges are 
supported by local governments, their faculties look to nearby agencies for 
the clinical education of their students. Some state-supported higher 
education institutions look to agencies within the state for their clinical 
educatiuii needs, and benefits accrue to both institutions involved in 
clinical education. State-supported educational institutions can be of 
service to the state as their faculties assist in developing clinical programs 
which are beneficial to the taxpayers of their constituency. 



Utilization Patterns and Planning 

In the informatlr^n available to the Project, educational administrators 
identified 1671 clinical centers as affiliated with 84 percent of the 
educational programs for physical therapy students. Each educational 
institution affiliated with an average of 34 clinical centers, with a range 
of 4 to 165 centers per institution* Each of the clinical centers, on the 
other hand, affiliated with approximately two schools each; the range of 
these affiliations was from 1 to 22. More startling, however, is that 
1037 clinical centers, or over 50 percent affiliated with only one educa- 
tional program* i160] Tables 3.5 and 3.6 present further information. 

Appendix D contains considerable data indicating underutilization of existing 
clinical centers. Inefficient timing throughout all 12 months of the year 
is evident; for example, it might be said that clinical centers have students 
with them only 4 percent of the possible calendar months, if all the clinical 
centers were on 12-month schedules, which they are not. Eight was the 
median number of months of affiliation reported by the responding clinical 
centers in the UNC-CH study, which also revealed that the number of students 
assigned to a siiigle clinical center ranged from 0 in some months to a high 
for one center of 43 students in the month of September (see Tables B.l and 
D.3). 

As previously reported, some clinical centers which serve clients and 
patients throughout the year were not willing to have students assigned to 
them for all 12 months. Some centers explained that they wanted a respite 
for the clinical staff — a time without students and clinical teaching re?/-^ 
ponsibilities. The complex situation whichr^ exists and which is unique to 
physical therapy is also due in part to the fact that many clinical centers 
affiliate with more than one educational institution. Staff and clinical 
schedules must constantly adjust to different levels of students and varying 
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lengths of assignments. The clinical center with students from one to 
two educational institutions operates at a different pace from the one 
with six to nine affiliations. This is in sharp contrast with clinical 
assignments in medicine, nursing, and dentistry, wl^ere usually students 
from only one academic institution affiliate and the arr ^ti'Sement may well 
be for a nine- to twelve-month school year. 

The need for planning is evident, but there is little indication from any 
source that regional or master planning for utilization of clinical centers* 
in physical therapy education is taking place on either e formal or in-- 
formal basis in the United States* There have been some cooperative efforts. 
In one large city with several programs, clinical faculties combined for 
the purpose of jointly designing a universally acceptable evaluation device 
for students, but what effect this had on time patterns for clinical as.<:ign- 
ments is not known, [078] In another state three physical therapy edu- 
cational programs combined their clinical faculty meetings, but there is no 
documented evidence of the effect of this on master p^.anning or assigning 
s tujdents r 

In the DNC~CH study the academic coordinators of clinical education (ACCEs) 
were asked if they would accept a clinical education site if it were 
fiipproved by a physical therapist functioning as a regional coordinator of a 
state or geographic area; 62 percent gave provisional approval to the idea, 
34 percent said yes, cOid only 4 percent indicated an unwillingness to parti- 
cipate in such a plan. A similar question was not asked of the CCCE. The 
presence o€ an acceptable regional coordinator would not rule out the fact 
that other ways might exist for academic and clinical faculty to plan jointly 
for more effective utilization of badly needed resources. The issues are 
complex. 

There have been informal regional efforts through the Section for Education 
to share assignment calendars for clinical affiliations. Such efforts may 
help to identify the underutilized clinical centers as well as the heavily 
obligated ones, but they do not address the need for additional service 
programs in locales where they do not currently exist. 

The needs for i:egional planning for the education of students in health care 
involve many health-related disciplines. Current activities which attempt 
to implement the concept have taken their impetus from the 1970 Report of 
the Carnegie Commission on Higher Education. [053,083] One of the goals 
stated in the report is: 

expansion of the functions of university health science centers so 
that they can play a central role in coordinating and guiding 
health manpower education and cooperating with other agencies in 
the development of improved health care delivery systems in their 
regions. 

University health science centers have begun to implement the Recommendations 
of the Carnegie Commission. Medical schools and community agencies have 
identified many of their mutual concerns: the quality of health care, the 
organization and financing of costly health care functions, the: research 
essential for improving the delivery of health care, and tne need to expand 
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the base of teaching. Several plans have evolved based on the original 
Carnegie Commissidn recormnendaticns . These plans involve faculty from the 
medical schools and other units of academic health science centers, and 
practitioners from the local communities in interchanging roles. They 
also involve lay personnel engaged in activities associated \rlth the 
delivery of care and serving on jointly sponsored committees established to 
implement programs. The plans described by Knowles ( J 26 ), Phillips [183] 
and Pellegrino {ISO) are all designed to bring the community in closer 
liaison with the university for the benefit of both. 

The community associated with the university health center can be geographi- 
cally close to the medical center or removed from it. The University of 
Washington School of Medicine is involved in a four-state regional plan of 
education and service, and Duke University is involved with a rural health 
program for the broadening of its service and educational commitments. (229, 
085] Somewhat less ambitious plans, but nevertheless plans involving 
educational institutions and community agencies, have evolved in allied 
health [039], dietetics [195], radiologic technology {104), medical 
records administration {038], and practical nursing. [191] The formal inter- 
institutional planning which now exists between the Veterans Administration 
and certain public and community resources is another effort to coordinate 
public and federal institutions, facilities, and personnel. [167] 

The most vivid example of formal regional planning to take effect nationwide 
was made possible by the Comprehensive Health Manpower Training Act of 1971, 
which provided for cooperative efforts by health service organizations and 
educational; institutions to serve students and communities and involve the 
practicing health professionals already in the community. (224) The 
consortiums provided for in this Act, which encompassed health professionals 
in several fields, could be established at some distance from the parent 
or sponsoring health science center and still utilize the health science 
center's resources. By 1972, 11 Area Health Education Centers (AHEC) had 
been created as a result of that first legislation. 

Unfortunately, in most of the original AHEC plans there was little if any 
emphasis on the allied health professions. A basic plan described one 
program as designed: (a) to expand the education of the health student into 
local environments for real-life situations off campus, removed from the 
parent health center; (b) to assist local educational institutions in the 
education of health students in local colleges, universities, hospitals, 
and community colleges in the area; (c) to upgrade through continuing education 
the competencies of the health practitioners residing and practicing in the 
local AHEC region; and (d) to offer the resources of the university health 
center to the local AHEC for the improvement of health services j, education, 
and the development of an improved health care delivery system. [026] 

Many of these regional activites could quite possibly be utilized for state- 
wide or regional planning for the clinical education of students in 
physical therapy. At the same time they could be useful for upgrading local 
services and improving the continuing education programs of the profession. 
Needs are similar for the health professions; the different ingredient in 
physical therapy which makes the situation more complex is that many 
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educational institutions would be involved, as well as many clinical centers. 
It is easier, perhaps, for the single medical school or university health 
sciences center to arrange an effective consortium of agencies, but the 
effort might wisely be made by physical therapy educators and practitioners 
in a state, a region within a state, or a multistate region of the United 
States* 

Opportunities in Clinical Centers 

There Is no fixed definition of traditional physical therapy clinical educa- 
tion versus nontraditional. The two terras evoke images which may be unfair 
and stereotyped; they simply differentiate current-day practices and modi- 
fications from the practices of a decade or two ago. The point in time at 
which a nontraditional plan becomes generally accepted as traditional is 
unpredictable. 

The traditional education experience in physical therapy has almost exclusively 
focused on patient care on a one-to-one basis — a "hands-on experience," 
There was little emphasis in the AOs or 50s on other roles. Skills in 
administration, management, supervision, teaching and consulting, and some 
other areas were either not expected or expected tc be learned on the job or 
through continuing or graduate education. This restricted view of physical 
therapy is still held by some. 

Clinical education traditionally took place in fixed facilities such as 
hospitals, crippled children centers, rehabilitation centers, and military 
and veterans hospitals. Few clinical centers were utilized for the clinical 
education of the student other than the primary one associated with the 
educational institution. The student had certain required affiliations or 
assignments, and clinical education in many, if not in most of the programs, 
came late in the educational experience, usually in a full-time block assign- 
ment. All students were expected to complete essentially the same educational 
program within the same period of time and, with few exceptions, to perform 
identical duties. 

Although the above description may be simplistic, it provides the framework 
for a discussion of current activities and present needs for clinical sites. 

The nontraditional education experience reflects the chaaging environment, 
the changing health care delivery system with its increasing numbers and 
types of health professionals, and the broader range of services demanded by 
the public. Care of the individual patient, though still Important for the 
physical therapy student, has expanded into new roles, as evidenced by the 
objectives of most of the curriculums and by the product standards produced 
by the APTA. iOll] There is more emphasis on working with groups — preg- 
nant women, children, spinal-cord lesion patients, the elderly, hemiplegic 
patients, and retardates. With the emergence of the physical therapist 
assistant, opportunities exist for a greater range of services and levels of 
care performed by both physical therapists and assistants; expanded use 
of on-the-job trained aides has contributed to these opportunities. 
Many clinical cente^-^, agencies, and programs are now bein;^ utilized on 
this expanding health scene for broader-based education, but more are needed. 
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The students now play a greater role in their ovm education. They are fre- 
quently given choices; they may request specific placement; they may spend 
varying lengths of time on assignments of their choice. Students are given 
opportunities for in-depth experiences in areas of special interest or con- 
centration. Opportunities are provided for more self-^aced learning, for 
more voice in selecting the objectives of their own education, more freedom 
to learn at individual speed in individual fashion. 

The Worthingham studies of the mid-60s emphasized comprehensive, continuous, 
and coordinating care. These three C's are no less Important today and 
should be reemphasized , as should the three A's of availability, accessibility, 
nxxd acceptability of care rendered, [244] I nf ortunately , much that was 

:'?coimnended in the Worthingham studies has not been imp.! emented , and changes 
in general are slow and inadequate. 

Educators advise that nontraditional clinical education begin in the early 
phases of the curriculum {040, 214, 066] and that it be synchronized with 
expanded cour.so work which complements the ro. as and experiences of 
present-day students. A flexible curriculum i. recommenced, with experi- 
mental and demonstration programs spread througiiout the yoar. {043) 
Interdisciplinary educational opportunities, botli in the classroom and in 
the clinic, have been recommended repeatedly for :ealth pi\ fessionals 
{236, 775, 076, 049], and there have been pleas tc lengthen the period of 
clinical education. 

An internship of six months to a year is recommended by Ne lery for all 
•;ysical therapy students. {172} She proposes to change thv terminology 
j.rom "clinical education** to "internship,** because *:h±s terr does not imply 
limiting learning experiences to those strictly relr^t-^1 p cient care. 
Her proposed internship should be provided in a priiH^riy instillation, possibly 
one affiliated with satellite institutions, offering learning experiences 
for all physical therapy roles. This Project uses the term, * internship ,** 
as the APTA does, to mean a postgraduate experience following completion of 
curriculum requirements. 

The literature in physical therapy, occupational therapy, and nursing has 
repeatedly emphasized the expanding responsibilities of these health 
workers to include activities in screening, supervision, administration, 
consultation, research, leadership, innovation, interpretation, referral, 
^ r education. {172, 077, Oil, 09S, 22S, 121, 066, 102, 202, 041, 154, 
*] The list is long and leaves the educator with the perplexing task 
f accepting or rejecting these responsibilities and educational commitments, 
decisions which influence the educational utilization of clinical centers. 

The old stereotyped view of the physical therapy practir ionet fur -itioning in 
the narrow confines of a very limited clinical environmriit > nov forced 
to acconnnodate the emerfttiig r.:i)le^of someone actively en ; igea in the pre- 
vention of illness and; 7he nu^iintenance of health. Earlv intervention 
programs, screening pro^X'^^rns tor mothers-to-be a.id children, presciiool and 
school activities, sports medicine programs for secondarv and college age 
students are a few of the newer areas in which physical t'lerapv rr . cti tioners 
are or should be involved. {062, 202, 1S4, 066, 095, 003, 244) 
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Those who stress this need for service along the continuum of health care 
also emphasize the need for a greater depth of understanding of the social 
setting and its relationship to the health status of the population to be 
served. Shepard describes how a curriculum can be modified to provide the 
dimension of continuing care. Another curriculum modification is describes 
by Parker to accomplish somewhat the same goals. Emphasized most in recent 
literature are the needs for expanding health care in the community, with 
emphasis on primary care to meet the needs of the underserved and disadvan- 
taged population groups in urban and rural areas and other special groups. 

Most of the literature addresses education of the medical students, but much 
is written also about the need for interdisciplinary education. \066, 076, 

0S1, 062, 234, 230, 175, 192) The dental student is included 

in this trend toward preparing practitioners for nontraditional settings 

[043), and Cady speaks at length on rural preceptorships in allied health 
education to influence the current negative perception of ju^^al practice 
held by students in allied health as well as medicine. [049] The American 
Association of Junior Colleges conducted an extensive survey of the oppor- 
tunities and obligations of junior colleges to prepare their graduates for 
primary care situations. Hawthorne's report develops the premise of the role 
of the community college, based on th- philosophy that increased access to 
primary and ambulatory care will be achieved only when competent personnel 
ar** working effectively together in the rifiht place at the right time to 
meet the needs as they arise. HOO] Physical therapy has not neglected 
community health, but it has not addressed itself to that element called 
primary health care to any degree, at least as mirrored to date by the 
literature. 

It is correct to say that basic physical therapy education has avoided the 
development of specialists and has preferred to prepare the generalist. It 
seems evident, however, that the time for addressing the education of the 
specialist in physical therapy is here; the demand is growing. Specialization 
is recognized as a real need by a growing number of special interest groups 
in the AFTA and by the increasing needs and desires of graduate students. 

The danger in expansion and growth in the ways mentioned above is in stretching 
curriculums too thin, attempting to do too much in too little available 
time, aPsd failing to insure enough depth and quality. Choices must be^ 
made! but somehow a master regional or national plan must be designed in 
order that basic students are prepared for their general, administrative, 
community, and specialty roles. Whether the design of the program in 
clinical education is called traditional or nontraditional is irrelevant; 
new curriculums by whatever name must be designed and implemented. The 
Project concluded that a closer look at the manner in which curriculums are 
designed and implemented appears indicated ♦ 

Meeting the demands described above for expanded roles, continuing care, 
interdisciplinary education, and specialization requires that renewed 
attention be focused on the acute need for substantial numbers and 
varieties of clinical centers and opportunities for learning experiences* 
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Site Selection Factors 
Guidelines and Opinions 

There have been some national guidelines to assist educators in developing 
criteria for the selection of clinical education centers. The APTA materials 
on the physical therapist assistant program contain guidelines for the educa- 
tor who is planning the clinical portion of che curriculum. These include 
recorai;:endat ions for developing joint planning, a willingness to share in re- 
sponsibilities, adequate staff, and optimum learning experiences. Criteria 
include requirements that the clinical centers be approved by the appropriate 
accrediting agencies, that the physical therapy service be under the direction 
of a physical therapist who meets the qualifications of the APTA, that the 
center and its physical therapy service contract to provide clinical experi- 
ences which meet goals developed jointly, and that the physical therapy service 
agree to- be responsible for the supervision of tlie students in all situations 
where, zke educational institution does not provide a field supervisor. The 
ratio should not exceed two physical therapist assistant students to one phy- 
sical therapist. [COS] 

In the APTA Guidelines for Physical Therapy Programs there are specific recom- 
mendations regarding che clinical centers. The clinical phase of the program 
must be under competent clinical direction (the statement does not specify 
that a physical therapist must be present). Although the didactic and clinical 
education may not occur in the same institution, the educational administrator 
shall be responsible for assuring that the activities assigned to students in 
che clinical setting are in fact educational. An effective ratio of students 
to instructors shall be maintained, but no specific ratio is offered. A pri- 
mary institution for clinical education is specifically stated, but additior..- 
clinical affiliations are deemed essential. Staff in the center should be 
identified by qualifications (see Chapter 4 of this report). An annual review 
of the adequacy of clinical centers, those currently in use and those projected, 
is recommended. Appropriate modem eq?aipment and supplies are requirements 
for both the clinic and the classroom. [014] 

From the 1961 APTA-OVR Institute, specific criteria for clinical centers in- 
cluded the qualifications of staff personnel, interest and support of the 
medical staff,* the presence of other participants from professional and other 
disciplines, the interest and support of the administration, adequate learning 
experiences, adequate space and equipment (including an accessible library), 
emergency medical care, and well-defined lines of administrative authority. 
The acc€!ptable center was also described as being accessible to and in prox- 
imity to the educational institution. [016] 

Both public and community health experiences were recommended by the Council 
of Physical Therapy School Directors, which urged that undergraduate programs 
provide students with the basis for adaptation to the various settings in 
which physical therapists work. [066] 

Pascasio indicates that clinical centers are needed for initial learning, 
reinforcement, continued learning, and for internships; the clinical experi- 
ence should begin early in the student's education and be continuous through- 
out. She recoTDPJends that clinical centers be reviewed regularly to assess 
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their educational programs, the adequacy of patients and staff for the numbers 
of students present, the adequacy of space for student practice and for 
conferences, as well as the willingness of persons in the clinical center to 
evaluate the students. She, too, believes that the clinical co. f: v cs should 
be in close geographic proximity to the educational institution xa order for 
good communication to occur. The center must be accessible from the standpoint 
of both time and money for the students and the personnel in both institutions. 
(177) 

Others urge that sites be selected where interdisciplinary learning can be 
designed. (202, 15S] A 1960 publication of the World Health Organization 
on the use of health services in medical education is a thoughtful document 
that can be of benefit to many health educators. The limitations in utilizing 
only hospitals in the education of health personnel are recognized. Hospitals 
primarily provide sick care, but they are also valuable because they possess 
the opportunity for interdisciplinary education and the facilities for post- 
graduate research. 

The American Hospital Association recommends that the educational institution's 
contractual agreement should emanate from the governing board of the hospital, 
based on societal and community needs. [005] Although guidelines and 

suggestions from othex'.'^ can assist the educator in designing clinical education 
programs, the specific criteria by which the centers would be selected remain 
the sole responsibility of the educational institution, although the final 
coraniitment for contractual relations still remains with the clinical center. 

At the time of the Worthingham studies, only 552 clinical centers were reported 
to be affiliated with the existing educational programs. This number has 
grown to 1671 reported by 84 percent of the educational programs existing in 
December of 1974. The earlier study identified institutions by their financial 
sponsorship and not by type. Other characteristics of staff, sources of 
referral, equipment, and patients were described. Because of the differences 
in design and data collection, comparison with the UNC-CH study is limited. 

Educators should not only develop the criteria upon which clinical centers 
are selected for the placement of their students, but they also should negotiate 
contractual arrangements between the two institutions to implement the pro- 
gram. Specific guidelines for the process by which academic faculty and 
clinical faculty investigate possibilities for establishing an affiliation 
agreement address the subjects of philosophy , administration, time allocations, 
privileges of students, direction* of the service, physical facilities, pro- 
fessional and support personnel and their qualifications, staffing patterns, 
and individual responsiblities . Questions related to the qualifications of 
the clinical instructors (CIs) , their time commitments, authority, and 
personal commitment should be asked. Discussions between people at educa- 
tional institution and clinical institution should involve the types of 
services rendered and the availability of associated educational experiences, 
including inservice education, case conferences, home instruction, specialty 
clinics, seminars, workshops, and demonstrations. Special attention should 
be paid to the orientation process of the assigned students. 

Table 3.7 shows some interesting points about clinical site selection from 
the educational institution's viewpoint. The ACCEs responding to the UNC-CH 
study reported that much of their attention and activity was devoted to 
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finding clinical education sites and arranging adequate programs. Many ACCEs 
were interested in more affiliations to serve rural, inner-city, and home- 
bound patients. However, most of those who responded felt that they were al- 
ready affiliating with enough types of centers. By a large majority, educa- 
tional programs required that students be assigned to hospitals and rehabili- 
tation centers; only 6 percent of the ACCEs indicated that they had no fixed 
assignment requirements. No change was reported by large numbers of educational 
programs in their affiliation wich outreach programs, health maintenance 
organizations, rural health care delivery, inner-city health care delivery, 
school screening programs, or other types of screening programs. The question- 
naires did not provide the ACCE with an appropriate opportunity to indicate 
why these had not been added, so conclusions should be cautiously drawn. 
(Also see Tables 3.8 and 3.9.) 

Almost two thirds of the ACCEs indicated that students were assigned to a 
specialist in some area of physical therapy practice. Most indicated that 
they were willing to add assignments which did not provide direct patient 
care experiences. Table 3-7 shows the types of personnel and types of programs 
that the ACCEs were willing to add to their clinical education program and 
those that they were unwilling to add to their activities. Student placements 
associated with different people included coordinators of services, fiscal 
officers, educators, administrators in a host of specialty areas and in 
voluntary and national organizations of great variety. Not all the respondents 
indicated willingness to expand to newer types of health care agencies and/or 
with other thau physical therapy clinical instructors. 

As reported by 75 percent of the ACCEs (Table 3.10), there was difficulty in 
arranging good clinical education sites for a variety of reasons: the site 
was too crowded with other students; the center was not receptive to students; 
the quality of the program was poor; the quality of the center's staff was 
poor; the atmosphere of learning was missing; the facility was too far away 
for adequate liaison. Lesser difficulties were attributed to the fact that 
the site did not have programs in xihe areas needed by the curriculum or that 
it was too costly either to the school or to the student. Out of necessity, 
many contracts were with centers considered of borderline quality. 

Most of the ACCEs indicated that their institutions had at some time severed 
a relationship with a clinical center, and over half reported that affilia- 
tions had been terminated by the clinical centers. Factors which slow or 
deter the development of affiliation agreements include: physical therapy 
services are not available in selected facilities or agencies — the primary 
deterrent; the administrators in nontraditional centers are not receptive to 
the educational programs; nontr;1d^ tinrnl rmi rs are undergoing too much 
change and subsequent instablliuy Lo oe prepared for an educational program; 
nontraditional centers want to emphasize patient care and are not interested 
in assuming teaching responsibilities; and programs are poorly designed for 
student learning (too much traveling and too much time in meetings). 

The needs of beginning studiintiS for clinical education differ from the needs 
of advanced students, and student needs of course influence their placement 
in clinical centers. In considering factors relating to site selection 
and the development of new sites, individual student needs for specific 
learning experiences, the philosophy and educational objectives of the curri- 
culuiii, and the numbers and types of students to be assigned are all relevant. 
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The ACCE has a complex and difficult- task when dealing with increasing numbers 
of students in a complex health care delivery system. 



The ni>w graduates responding to the UNC-CH study indicated that they were given 
opportunities most of the time to choose their own assignment sites or to 
participate in that choice. Their choices were based on the kinds of learning 
experiences that were provided, not on personal considerations. Half of them 
chose centers close to home and family, and very few indicated a preference 
based on financial benefits expected from the center or based on an interesting 
or attractive social atmosphere. (See Table 4.14.) 

Geographical Factors 

The geographic distribution of identified clinical centers was studied to 
determine the utilization of facilities within a state in comparison wllh the 
availability of facilities reported by the National Center for Health Statis- 
tics, which yearly lists an inventory of hospitals, nursing homes, and other 
facilities; the presence or absence of a physical therapy service is noted 
only for the hospitals. An examination of the material from the 1973 survey 
does reveal something about the geographic distribution and utilization of 
available resources in selected categories. These materials were compared 
with the data submitted to the Project by the educational administrators, 
and five states were studied in more depth to indicate the availability of 
possible resources and their utilization. A representative group of states 
was selected for study. (See Tables E.l - E.17.) 

State A had one physical therapist education program and no physicel therapist 
assistant program. It had 101 hospitals; 24 of them had physical therapy 
education; 42 of them had physical therapy services* but did not affiliate 
with an aducatior.al program. There were 35 hospitals which did not have 
physical therapy services; most of these had fewer than 50 beds. State A had 
303 other types of facilities, including 207 nursing and convalescent homes, 
only one of which had a student program. It had 35 resident facilities for 
the retarded with only one of these utilized in education. The one nursing 
home with a student program numbered between 100 and 200 bed3, although there 
were several that had more than 200 beds. Still other types of services which 
were utilized in State A did not appear on the National Center for Health 
Statistics list but included: rehabilitation centers, voluntary treatment 
centers, private group practices, and a child development center. 

State B had one physical therapist education program and one for physical 
therapist assistants. It had 136 hospitals, only 18 of which had educational 
associations; 85 additional hospitals had physical therapy services but no edu- 
cational utilization. State B also had 466 nursing and convalescent homes, but 
only one had education; no other types of fixed facilities reported by the 
National Center for Health Statistics were utilized for education in that state. 

State C had three physical therapist education programs and one for physical 
therapist assistants. It had 215 hospitals, 56 of them utilized for clinical ed- 
ucation; 107, which had physical therapy services, were not utilized. There were 
52 hospitals that reported no physical therapy services. There were 888 nursing 
or convalescent .homes in State C — none of which had a student program. One out 
of the 17 resident facilities for the mentally retarded, and one of two resident 
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facilities for the physically handicapped, were affiliated with educational 
programs. As in other states, private agencies sponsored by voluntary organi- 
zations and private rehabilitation centers were contracted. 



State D had three physical therapist and one physical therapist assistant 
educational programs. It also had 167 hospitals > 37 utilized for clinical 
education, and 65 additional ones which had physical therapy services not 
utilized in education. Most of the hospitals not contracted were between 
50 and 200 beds. There also were 66 hospitals which reported no physical 
therapy services. State D had 830 facilities that were classified as 
nursing, convalescent, or extended-care, only 5 of which were affiliated 
with educational programs. The state had 17 resident facilities for the 
mentally retarded, 4 of which were state supported and 3 of which were affil- 
iated with educational institutions. In State D a variety of other types of 
health agencies had student programs, including private practice groups, the 
state board of health, local health departments, sports medicine programs, 
and group private practice situations involving both physicians and physical 
therapists • 

State E had four physical therapist education programs and two assistant 
programs utilizing 42 hospitals out of the 523 in the state; 195 additional 
hospitals which were equipped with physical therapy services had no educa- 
tional utilization. Of the 896 nursing homes, only one had education. Agen- 
cies supported by voluntary and philanthropic groups were utilized for clin- 
ical education, as were visiting nurse associations and private practices. 

From this analysis of only five states, it xs evident that there were 1142 
hospitals, 58 percent of which had physical therapy services, but only 15 
percent of those were affiliated with educational institutions. The figures 
also indicate that in four of the states reported, only seven extended-care 
facilities or nursing homes wer^^ affiliated with educational programs, and 
only six mental retardation facilities had student programs. Many unknown 
reasons no doubt contribute to this lack of involvement where such a large 
number of possibilities exists. 

The data from this analysis and other sources suggest a tremendous number of 
untapped resources. Because of the importance of understanding the geo- 
graphical factors involved, the distribution and utilization of clinical 
centers by a few representative educational institutions has been mapped 
for visual analysis. (See the mapis in Appendix C.) 

Different patterns of affiliation are employed by different physical thera- 
pist education programs. One institution reported that it had contractual 
agreements with 165 clinical centers, all in fairly close proximity to the 
educational institution. Some centers were located in adjacent states, but 
the distances were relatively short in comparison with distances traveled 
by students from other programs. Another institution, state supported, 
contracted exclusively with in-state health services. A second state- 
supported institution affiliated with 3 out-of-state clinical centers and 
with over 30 within the boundaries of the state. A contrasting pattern was 
shown by one privately supported institution which had contractual arrange- 
ments with clinical centers in many states from coast to coast* Two physical 
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therapist assistant educational programs indicated that students were always 
assigned close to their parent institution and that only a small number of 
out-of-state centers were under contract. 

The geographic location of a clinical center in relation to an educational 
program is important to both because of travel costs, liaison, and communi- 
cation factors. Several of the clinical centers affiliated with more than 
ten educational programs. A rehabilitation center in New York City 
had 22 contractual agreementLi and students coming" from long distances and 
a variety of states. One western hospital which affiliated with 18 educa- 
tional programs had students from all corners of the United States, and 
there are others that were utilized by more than ten educational programs. 

Directors of physical therapy services in the UNC-CH study were in strong 
agreement that affiliating with more than one educational program gave them 
advantages: a broader view of physical therapy education, a larger pool 
of consultants to call on, a greater stimulus for the staff and the program, 
and more exposure to new concepts. They also shared a common belief that the 
biggest disadvantage of affiliating with more than one program was the large 
number of evaluation forms with which they had to deal. They found more 
advantages to dealinf^ with more than one institution than disadvantages. 
The areas on which they could not agree were .disparity in goals, too many 
students to deal with, and a lack of privacy for their staff. (See Table D.24.) 

Directors in the minority, those whose services affiliated with only one edu- 
cational program, were asked the advantages of that arrangement. With a 
high rate of agreement they indicated that there were fewer school faculty an-i 
administrators to deal with, fewer evaluation forms, and fewer students; also 
they had better knowledge of the educational institution and had more unscheduled 
time for the staff. Disadvantages agreed upon by this minority group were: 
a more restricted view of physical therapy education, wasted resources in the 
clinic, and less intellectual stimulus for th..: staff. 

As might be expected, there has been a rapid increase in utilization of 
clinical centers, with only 22 percent of responding centers having an 
affiliation prior to 1960, and 49 percent since 1970. T^erfc have been dis- 
continued affiliations however. In the UNC-CH study, ACCEs, directors of 
physical therapy services, and CCCEs had contrasting views on why educational 
institutions or clinical centers had discontinued prior affiliations (Tables 
D.25 and D.26). Primary reasons given for the clinical center discontinuing 
an affiliation included staff shortages and ill-prepared students. The 
educational program discontinued relationships for reasons that included 
inadequate supervision in the clinical center, shortages of staff, changes 
in policy or staff, inadequate learning experiences, and a judgment that the 
clinical program was of poor quality. 

criteria for Selection 

Some 39 criteria have been utilized by the ACCEs of physical therapy education 
programs in selecting sites for clinical education. These break down into 
four major categories and ^'miscellaneous and they reflect strong interest in 
the following: (a) degree and kind of administrative support, (b) resources 
in patients and equipment, (c) qualifications and character of the physical 
therapy staff, and (d) availability and variety of clinical learning 
experiences . 
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Administrative interest or support refers to both clinical center and physical 
therapy service administration and to attitudinal and financial support items. 
Financial support may be exhibited by salary support for the full-time CCCE, 
indirect salary support for all clinical faculty by increasing the number of 
clinicians, free time for the clinical faculty for preparation and copferences, 
support services provided for students, and support for staff to attend 
educationally oriented short courses. 

The second group of criteria is concerned with adequacy of resources to sup- 
port good learning experiences for students — including physical facilities and 
appropriate types of patients and/or referrals to meet the objectives of an 
assignment or of the curriculum. 

The third grouping involves physical therapy staff resources so that students 
may be exposed to practitioners who are competent and ethical role models. 
There was some expression of the idea that the student should be exposed to 
"proper attitudes." 

The criteria in the category of clinical education learning experiences focus 
on student access to experiences in addition to patient care, e.g., activities 
associated with consultation, library research, integration of services, and 
other opportunities for developing additional competencies. The items in 
this group seem to suggest utilizing clinical centers where a broad scope of 
physical therapy is practiced. 

Miscellaneous criteria considered in site selection include services available 
to the student, housing, food, and other conveniences. Generally the 
miscellaneous criteria were stated as items to be considered in site selection 
that were not essential in the sense that they had to be met before a site 
could be contracted with. 

From the UNC-CH study, those items considered by the ACCE to be most crucial 
in the selection of sites were quite comparable to the "soft data" above and 
included: the quality of the physical therapy service, the quality of staff, 
interest of the staff in students, enthusiasm of the staff for its work, 
willingness of the staff to evaluate students, the presence of planned learning 
experiences, administrative support of clinical education, and communications 
with the school (see Table 3.11). 

Evaluating the quality of services has depended on imperfect systems, but 
certain procedures can give an indication of quality control. Of the re- 
porting physical therapy services in the UNC-CH study, 62 percent had under- 
gone financial evaluations in the past year, mostly based on monthly fiscal 
reports; fewer than half were evaluated by internal audit or by cost-accounting 
analysis. Staff evaluation is another means of assessing the performance of 
a physical therapy service. However, fewer than half of the responding 
directors of physical therapy services indicated that they utilized formal 
evaluation; 90 percent of the services relied solely on informal evaluations 
of their staff. Only a few used the problem-oriented medical record and regu- 
lar review of patient care statistics. 

ACCE reports in the UNC-CH study indicated personal visits to the clinical 
centers were made for a variety of purposes, most importantly to observe the 



3-21 



118 



general tone and mood of the place. The personal appearance of the staff, 
the general appearance of the center, how well records are kept, both on 
patients and administrative matters, and the methods of assigning patients 
to staff members can be noted in a personal visit; likewise whether the 
service is run in an autocratic or democratic fashion. As for attempting 
to judge the quality of patient care, the ACCEs reported that they relied 
heavily on student reports and their own direct observations. It seems an 
obvious gap that a clinical center's own health services evaluation systems 
do not feed into the clinical education site selection process in physical 



Evaluation is 'discussed at great length elsewhere in this report (notably 
Section D of Chapter 2 and Chapter 6), but it is because of the need for 
evaluation assistance in the selection and development of clinical education 
sites in physical therapy that zhe Project developed a set of standards. 
These standards, along with a self-assessment inventory as guidelines for 
their use, appear as Appendix B. 

CHARACTERISTICS OF CURRENT SITES 

The Project on Clinical Education considered information from various 1975 
sources that described the clinical sites then currently used for physical 
therapy education. Some overall characteristics of these clinical centers 
appear first; then six types are discussed individually. 



Overall Administrative Characteristics 

Table 3.12, based on response to the UNC-CH study by directors of physical 
therapy services, shows that more than half of the clinical centers affiliated 
with educational institutions were teaching hospitals. These were the 
largest group. Private practices, geriatric chronic centers, and other kinds 
of outreach centers were the smallest group. Almost two thirds of the re- 
porting institutions were voluntary nonprofit. 

The directors of physical therapy services were asked about referrals of 
patients to the service. The highest number of referrals came from ortho- 
pedic surgery; the fewest came from psychiatry. In descending order the 
referring services were: orthopedics, internal medicine, physical medicine, 
general practice, neurology, neuosurgery, pediatrics, general surgery, 
rheumatology, cardiovascular, plastic surgery, thoracic surgery, and 
psychiatry (see Tables 3.13 and 3.14). 

In order to make some assessment of the administrative level of the director 
of physical therapy service, a sample of tables of organization available 
^ in the "soft data" from the clinical centers was reviewed by the Project. 
From several hundred that were available, a total of 108 were analyzed, of 
which 36 showed the line of responsibility to a physician. Most of the 
physical therapy services were at the third level from the top; i.e., the 
physical therapy director related to an assistant director of a physician 
who in turn related to an associate . director or other individual of like 
title. There were 68 tables of organization indicating that the line of 
responsibility from the director of physical therapy service was to an 
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administrator who was nonmedical • A review of these shows that most directors 
here functioned at the second authority level from the top, relating to an 
associate director or someone who related directly to the administrator or 
executive director. 

The Joint Commission for Accreditation of Hospitals indicates that a physician 
or advisory committee should have some responsibility for a physical therapy 
service. The presence or absence of a physician's name on the table of 
organization should be evaluated with this fact in mind, even though all 
responding centers were not hospitals. What appears on formal tables of or- 
ganization does not necessarily reflect how organizations really function. 
It should, however, indicate to whom each individual reports in the line of 
authority on administrative matters, and some relationships were evident from 
the tables of organization. Unfortunately, many of the tables of organization 
which were evaluated were unclear, and relationships could not be determined. 



Service Hours 

Most clinical centers responding in the UNC-CH study were open only five days a 
week; fewer than one fourth operated on an extended-day coverage longer than 
an eight-hour day. 

Space 

Staff personnel had access in most instances to both the clinical center's 
library and a physical therapy one. Predictably, the service's library was 
used most frequently; the clinical center's library was used on a monthly 
basis, and only by one third of those reporting. Fewer than half made use 
of the library of the sending academic institution at any time, or of a county 
medical society or city library. A majority of the services had secretarial 
space, shared offices, and conference rooms. Administrative and staff space 
for other needs were in short supply. 



Staff 

Figures from the UNC-CH study relating to staff members cannot be directly 
compared with the Worthingham studies of the late 60s, because the present 
study separated staff members by job responsibility, rather than treating 
them as a single group. There does appear to be evidence of increased 
experience of clinical staff in physical therapy over the years. 

Over half of the CIs were under 30 years of age, and half of the CCCEs were 
under 35, but the range of ages was broader for the CCCEs than for the CIs. 
Most directors of physical therapy services were between 25 and 39 years of 
age, with 59 percent under 39 years. (See Table D.30.) 

As for sex, 65 percent of the directors of physical therapy services were female, 
which is. lower than the figures for CCCEs or CIs where fully three fourths 
were female; 83 percent of the ACCEs were female. (See Table D.31.) 
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Other information was received on clinical center equipment, staffing patterns, 
patient loads, and service characteristics. When treated as a whole, the 
figures tended to blur the distinctions among the 18 or more different types 
of agencies which were represented in the response group. Therefore, in 
order to make the characteristics of the clinical centers more vivid, six 
representative types were studied separately for presentation in the following 
sketches. These six represent inpatient, outpatient, community health, and 
specialized. programs. They are the teaching hospital, rehabilitation center, 
pediatric outpatient center, extended-care facility, public health agency, 
and private practice. 

Figures on staffing, patient load, and student coverage were available for 
October 1974 and for April 1975, but for discussion purposes only the April 
1975 figures are utilized below, except where contrasts in data seem important. 
(Tables D.3 -* D.23» Appendix B, give* greater detail on the clinical centers 
and their characteristics. Also see Tables 3.13 3.14.) 

Teaching Hospitals (N=138) 

Approximately three quarters of the teaching hospitals affiliated with educa- 
tional programs were in urban areas, fewer than a fourth in suburban areas, 
and only 5 percent in rural areas. Almost half gave six-day coverage, and 20 
percent provided coverage seven days a week; 21 percent offered extended-day 
care. Only 2 percent of the physical therapy services were contracted to the 
teaching hospital. Most were voluntary, nonprofit institutions* Others were 
supported by a full range of voluntary and government support, with 18 percent 
federally supported. Almost one third affiliated with only one teaching 
institution. 



Space 

More than three fourths of the hospitals had secretarial space, but only one 
third had private offices for the director of physical therapy service. Over 
one half had conference rooms, and three fourths had libraries available. 



Staff 

Although the staff complements were found to range as high as 65 physical 
therapists, 22 physical therapist assistants, and 61 trained aides, the average 
teaching hospital had 8 physical therapists, 1 assistant, and 4 aides. In each 
category the number of staff members who worked with students was approximately 
1 less than the total number in the group. 
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Patient Care 

A mean of 117 patients per day were cared for; the mode for October 1974 was 
70, 50 for April 1975. A few more outpatients came to the physical therapy 
service in teaching hospitals in April 1975 than in October 1974. 
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Three patients per day were treated out of the facilities. 



Approximately three fourths of the patients were treated at the physical 
therapy service; fewer than one fourth were cared for at the bedside; 
7 percent were taken care of in the hospital outpatient clinic. Even 
fewer were cared for in preventive screening clinics, patients' homes, 
or other physical therapy locales. 

The director of physical therapy service treated 7 patients per day , 
half as many as did the CCCE, The teaching hospital staff physical therapist 
treated 2 patients a day more than the number treated by the CI, who had 
student responsibilities. Beginning, intermediate, and advanced students 
treated an average of 5 to 10 patients a day. Almost 50 percent of the 
patients were considered intermediate care; an almost equal number were 
short-term care and long-L ^rm care. Slightly more than 50 percent were 
adult patients; only 16 percent were classified as pediatric, and the 
remainder were geriatric. 

Patients were referred to the physical therapy service from all services in 
medicine and surgery; the greatest number of referrals came from orthopedic 
surgeons (35 percent) ; the next largest was internal medicine (15 percent) ; 
followed by physical medicine (10 percent) . 



Students 

Students were accommodated at some teaching hospitals all 12 months of the 
year, with assignments reaching a peak in the month of September, when A3 
students were accommodated by one hospital. As in other clinical centers, the 
range of students affiliating at any one time was from 3 to A per month, 
with the highest number in February and the lowest number in August. More 
than three fourths of the time devoted to student assignments was scheduled 
for the full-time student. 

In 1970, teaching hospitals had contractual relationships on an average with 
one in-state physical therapist educational program and one out-of^.^^tate 
physical therapist educational program. In 197A there was one additional 
out-of-state program on the average contracting with the hospital* For the 
physical therapist assistant educational programs, there was a slight increase 
in the number of affiliations in-state in 197A in comparison with 1970, and 
very little activity with out-of-state programs. 



Equipment 

As would be expected, teaching hospitals were very well equipped. Of all 
of the equipment available, most was used on a daily basis. The equipment 
reported to be present less than 50 percent of the time was EKG, low-volt 
therapeutic equipment, treadmills, vitalometers, walking tanks, pools, and moist 
air cabinets. All other types of equipment generally associated with a 
physical therapy service were present over 50 percent of the time. 
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Rehabilitation Centers (N=77) 

Rehabilitation centers were predoxainantly located in urban areas; only a few 
were in suburban areas, and very few existed in rural areas. Over half pro- 
vided services five days a week, and 35 percent gave six-day coverage; 
70 percent gave eight-hour day coverage and a smaller number gave extended- 
day care. Only 4 percent of tJie physical therapy services were contracted to 
the rehabilitation center. Two thirds were voltintary nonprofit organizations, 
and the remainder were supported by a variety of governmental and voluntary 
mechanisms. Of the rehabilitation centers, 21 percent affiliated with only 
one educational program. 



Space 

Most rehabilitation centers reported that they had secretarial space, but 
only one fourth had a private office for the director. Most, but not all, 
had a conference room and a library available. 



Staff 

The staff complement ranged up to 65 physical therapists, with a mean of 9 
and a mode of 6. One physical therapist assistant was present on an average, 
but one center reported 10; the mode was 0. All departments had trained 
aides available with 5 the average, although the range was up to 61. Approxi- 
mately 2 less than the total number of staff physical therapists and 1 less 
than the total number of aides worked with students on affiliation. 



Patient Care 

The range of inpatients treated per day in rehabilitation centers ran to over 
1000 for the month of April 1975; 130 was the average, which was slightly 
greater than the number treated in the month of October 1974. On a daily 
average, 52 outpatients came to the center, and 2 outpatients were treated by 
the physical therapy staff in locales other than the center itself. Most 
patients (81 percent) were treated at the physical therapy service; only a 
few were treated at the bedside or in the outpatient clinic; even fewer were 
treated in screening clinics, patients* hoaes, or other facilities. 



The director of the service treated 7 patients, compared with 10 for the CCCE, 
14 for the staff physical therapists with no students, and 11 for the CI. 
Beginning students averagedl 4 treatments each, intermediate students 6, and 
the c. /anced students treated 8 patients per day. 

Over half of the care was long-term; 15 percent represented short-term. The 
patient load was distributed among pediatric, adult, and geriatric patients on 
a 21 percent/48 percent/ 32 percent basis. Patients were received from a full 
range of medical and surgical specialties, with the highest number of referrals 
being received from ortho^pedlc surgeons (30 percent) , physical medicine (18 
percent), and internal medicine (14 percent). 
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Students 



The number of students accommodated ranged from none for some rehabilitation 
centers during selected months, to a high of 43 for one center in September 
1974. The range, however, averaged from 3 to 4 students (3 for April, May, 
June, July, August, and December; 4 in February). Over three fourths of 
the student commitment was for full-time students during 1974. 



As might be expected, most rehabilitation centers were well equipped. Most 
equipment usual for physical therapy service was present in over 50 percent of 
the rehabilitation centers. The equipment which was present less than 50 
percent of the time was EKG units, treadmills, vitalometers, walking tanks, 
pools, and moist air cabinets. The equipment which '^as available was used 
primarily on a daily or weekly basis. 



Pediatric Outpatient Programs (N='50 ) 

Over a third of the pediatric outpatient centers were in urban areas and 
only 4 percent in rural areas. Most were open a five-day week with only 
16 percent offering coverage on a seven-day basis. The majority operated on 
an eight-hour day schedule. All reported being part of a hospital or larger 
organization. Over two thirds were voluntary nonprofit institutions, and a 
scattered few received support from a wide range of governmental and voluntary 
agencies. Over a third affiliated with only one teaching program. 



Three fourths of the pediatric outpatient programs had secretarial space, 
and most had a shared office for the director of physical therapy. Over 
one half enjoyed a conference room and most had available a library. 



There was a wide range in the complement of pediatric outpatient program 
staffs, with 7 physical therapists, 1 physical therapist assistant, and 
5 aides the mean distribution. The figures, however, indicate there were 
departments with only 2 physical therapists, no physical therapist assis- 
tants, and 1 aide or less. Generally there was one staff member who did not 
work with students. 



Patient Care 

The pediatric outpatient load was greater in April of 1975 than in October of 
1974. An average of 171 patients a day were treated in the pediatric out- 
patient centers. Most patients were treated at the physical therapy service; 
only a few treatments were given elsewhere. 



Equipment 



Space 



Staff 
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The director of physical therapy service treated 7 patients per day, fewer 
than any other staff member. The CCCE treated 10 patients per day on an 
average, the staff physical therapists without students 12 patients, and the 
staff physical therapis-t with students 14 patients. Students contributed to 
patient care and were given credit for their work. Depending on their 
level, students averaged between 4 and 8 patients per day. 

The pediatric programs were basically long-term care agencies; minimal 
numbers of adults and geriatric patients received care in the same facility. 
Patients were referred from a wide variety of specialists in medicine and 
surgery, with orthopedic surgery being the heaviest referral group (45 
percent), followed next by pediatrics (18 percent), and then by physical 
medicine and rehabilitation (12 percent). 



Students 

The average number of students for a month ranged from 3 in December to 5 
in September. The maximum number of students at one pediatric outpatient 
program during a single month was 43. Students were accommodated at some 
pediatric centers every month of the year. Part-time students accounted for 
20 percent of the clinical education time in 1974, with the remaining 80 
percent utilized for full-time students. 

Pediatric outpatient programs on the average accepted physical therapist 
students from one in-state and one Out-of-statc educational program ip 
1970, and double this in 1974. Few were involved with in-state physical 
therapist assistant educational programs, and almost none with out-of- 
state assistant programs. 



Equipment 

Considerable equipment was available in pediatric outpatient centers, with 
over three fourths reporting the availability of mats, bicycles, parallel 
bars, wall pulleys, training stairs, tilt tables, and whirlpools. In 
addition, over half of the centers had low-volt therapeutic generators, 
shoulder wheels, heavy-resistance equipment, cervical traction apparatus, 
paraffin baths, cold-therapy equipment, Hubbard tanks, ultrasonic generators, 
infrared generators, and ultraviolet generators. Of the equipment noted, 
most was used daily or weekly. 



Extended^Care Facilities (N'^SS) 



e extended-care facilities were in urban areas, 
►as, a larger percentage than that of any of the 
iucation sites under consideration here, 
•age was evenly divided between five and six 

ucxy=,, ^..^y « ^..v.. _^i-day care. The overwhelming majority gave 

only*eight-hour-a-day care ancf no extended coverage for longer periods 
in the day. Eight of these physical therapy services were contracted to 
the extended-care facility. Approximately half were voluntary nonprofit 
institutions; the next largest group was federally supported, followed 
closely by voluntary proprietary institutions. The only type not represented 
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in extended-care facilities was the state-government-supported agency. 
Almost half affiliated with only one educational program. 

Space 

Most (68 percent) of the extended-care facility physical therapy services 
had secretarial space, but only one third had private offices; fewer than 
half had conference rooms; a majority had the use of a library. 

Staff 

The size of the physical therapy staff ranged to a high in one extended-care 
facility of 21 physical therapists, 6 physical therapist assistants, and 7 
trained aides. The mean was 6 physical therapists, 1 assistant, and 4 
trained aides. Where assistants were present, most were working with 
students, but there were 1 staff physical therapist and 1 aide not working 
with students. The number of trained aides working with students was re- 
ported to be as high as 65, which conflicts ^^ith the maximum of 7 aides 
reported for the physical therapy service; .his may indicate that the aides 
associated with the extended-care facility who were working with students 
were perhaps part of the nursing service rather than the physical therapy 
service. 



Patient Care 

Approximately two thirds of the patients were extended-care inpatients 
(mean 68 per day)and 18 were outpatients. An overwhelming majority of 
inpatients were treated at the physical therapy service (79 percent) ; 12 
percent were treated bedside. An average of 3 per day were treated in their 
homes. 

The director of physical therapy treated 9 patients per day, approximately 
half the number of patients treated by the CCCE. Staff members without 
students treated 2 more patients per day than did the staff member who 
was the CI. The beginning student in April 1975 treated 4 patients per 
day, half as many as did the advanced student. 

The patient load was almost equally divided between intermediate and long- 
term care; a much smaller number were short-term patients. The patient load 
was also almost equally divided between adults and geriatric patients, with 
only a very few reported in the pediatric age group. 

Patients were received from a wide variety of medical and surgical services. 
As was true in the other facilities, orthopedic surgery was responsible for 
the largest number of referrals (30 percent), followed by physical mediirlne 
(23 percent), internal medicine (14 percent), and general practice (13 
percent) . 
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The number of physical therapy students in the extended-care facility averaged 
from 2 in September to 5 in November. Students vere present in these 
facilities all 12 months of the year, and some facilities indicated a high of 
24 students per month in April, May, November, and December. Reports showed 
over half of the time commitment of the extended-care facility was devoted to 
the full-time student. It is interesting to note that the half-time student 
accounted for more of the commitment in extended-care facilities than in any 
other clinical education site analyzed. 

In 1974, extended-care facilities were accommodating one additional in-state 
physical therapist educational program per month than they did in 1970* 
Very few acconnnodated students from out-of-state programs in 1970, but by^ 
1974 they had contractual relationships with one. Of those few who affiliated 
with physical therapist assistant educational programs, all were and had been 
in-state institutions; none had received students from out-of-state 
educational programs. 



Equipment 

The physical therapy services in extended-care facilities seemed quite well 
equipped, with most having available low-volt therapeutic equipment, low- 
volt evaluation devices, bicycles, parallel bars, shoulder wheels, heavy- 
resistance equipment, wall pulleys, training stairs, tilt tables, cervical 
tractions, pelvic tractions, parrafin baths, hot-pack units, cold-therapy 
equipment, whirlpools, and Hubbard tanks. The equipment was used on a 
daily basis. In over half of the agencies where it was available, low- 
volt evaluation equipment was seldom used. 

Public Health Agencies (N='l7) 

Over half of the public health agencies whose physical therapy services were 
affiliated with physical therapy educational programs were in urban areas; 
25 percent indicated that they were otherwise located, but the location was 
unclear. A vast majority offered five days per week coverage with an eight- 
hour day; a few had a seven-day coverage; a few had extended-day coverage. 
The physical therapy service was part of the agency, in no case on a contracted 
basis. Over half of the agencies were governmentally supported from the 
county to the federal level. Less than half (41 percent) affiliated with 
only one teaching program. 



Space 

Just over half the public health agencies had secretarial space available, 
but only 19 percent had a private office for the director of physical 
therapy service. Three fourths had both a conference room and a library 
available. 
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The physical therapy staff ranged up to 30, with a mean of 6; very few 
physical therapist assistants or trained aides were available. Most of the 
physical therapists available worked with students. 

Patient Care 

One agency reported over 1000 inpatients* per day but the 17 agencies 
averaged 101 inpatients per day and 15 per day on an outpatient basis. Two 
patients per day were treated out of the facility. In April 1975, 35 percent 
of the patients were treated at the physical therapy service; 18 percent 
Were treated at the bedside; 7 percent were treated in an outpatient clinic; 
and almost none were taken care of in preventive screening clinics. A high 
of 100 home treatments per day was reported, but the average home-care 
patient load was 42 per day for April 1975. Two persons a day were treated 
in other physical therapy facilities. 

The director of the physical therapy service treated the same number of 
patients, 7, as did the CCCE, but the mode and the median figures were 
different, with the director showing a mode of 4 per day and the CCCE a 
mode of 2 per day. The range of patients treated by the director was up to 
20 patients per day while the range of the CCCE was from 2 to 10 patients 
per day. Staff who worked with students averaged 9 patients in April 1975, 
which was 4 fewer than was the case in October 1974. The physical therapist 
T^^ithout stuuents treated the same number of patients as the physical thera- 
pist with students during the month of October 1974; in April 1975 the CI 
treated 2 fewer patients per day than did the other staff members* 

Beginning students were responsible for treating an average of 3 patients 
per day, and advanced students each cared for 8 patients. Somewhat more of 
the patients seen were long-term care rather than interaediate-care; there 
were very few short-term care clients. Slightly more patients were seen in 
the adult category than in the geriatric category, and very few (17 percent) 
were treated in the pediatric age group. 

Patients taken care of came from a wide range of medical and surgical ser- 
vices, with more referrals again from orthopedic surgery (37 percent) than 
from any other one referring source. The second largest number of referrals 
was from physical medicine and rehabilitation (22 percent). Internal medi- 
cine, cardiovascular services, and neurology were next in order. 

Students 

Fewer students were reported on assignment with public health agencies than 
with any of the other five special categories described here. From an 
average low of 2 in the month of July to an average high of 3 in the month of 



* "Inpatients" is a term not usually associated with a public health agency. 
The high incidence of patients reported in this category prpbably means 
that patients came to the facility, clinic, or health departrae-at and were 
treated on the premises rather than in their homes or in mother 2^ocales, which 
would have necessitated travel by the physical therapy staff. 
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October, the range of assigned students ran from 6 in some months to a high 
of 12 in February, April, and October. Of the time devoted to students 
in physical therapy, 13 percent was spent with students on a half-time basis. 
This pattern of accepting few students may be a reflection or a result of 
the amount of travel time involved in much public health practice, although 
the fact that most patients were treated as inpatients, according to the 
respondents, would cause one to question that theory. An inpatient site 
may be a local health department or clinic, which still necessitates travel. 

Those public health agencies which accepted students reported that one 
additional teaching program for physical therapists had been added from in- 
state institutions and one from out-of-state programs since 1970. There 
were no in-state physical therapist assistant programs affiliated with public 
health agencies in 1970, and few in 1974. 



Equipment 

One does not usually associate equipment with public health practices, but 
over 50 percent of those reporting had low-volt therapeutic generators, 
therapeutic exercise mats, bicycles, parallel bars, wall pulleys, training 
stairs, cervical traction, paraffin baths, hot-pack units, and whirlpools; 
they had them in less quantity than did other centers. Those that had 
equipment used it quite consistently on a daily basis, with the exception 
of the low-volt therapeutic generators, which were used on a monthly or 
"seldom" basis. 

Private Practices (N=7 ) 

All of the private practice programs reporting were in urban areas. Half 
offered seven-day coverage, and one fourth offered either five- or six-day 
coverage. Half offered an eight-hour day coverage, and one fourth offered 
an extended-day coverage. There were 20 percent of the private practices 
contracted to a hospital or other agency; 60 percent were voluntary 
proprietary and 40 percent were voluntary nonprofit programs. Of those 
reporting, 29 percent had an affiliation agreement with only one educational 
program. 



Space 

Over half had secretarial space and a private office for physical therapy 
staff, although some had to share office space and library facilities. 



Staff 

The staff in the private practices ranged to a high of 13 staff physical 
therapists, 3 physical therapist assistants, and 7 aides; some private 
practices had no physical therapist assistant. On the average, 4 physical 
therapists, 1 aide, plus 1 physical therapist assistant, participated in tl 
teaching program for physical therapy students. 
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Patient Care 

The range of patients treated daily ran over lOUO in some of the practices, 
and the average for April 1975 was 191 per day. The average outpatient 
visits reached a high of 365 per day, but av^uraged 74 per day. Patients 
treated out of the facility ranged as high as 12 per day, but 3 people per 
day on an average were treated out of the facility. 

Over half of the patients were treated on the premises; 11 percent were 
treated bedside, and 28 percent in an outpatient department. There was 
no participation in screening progr^s. Not even an average of one 
patient per day was treated in the home. 

The average treatment load for the director of physical therapy, 17 patients 
per day, was considerably higher than that for the CCCE, who treated 5 
patients per day on an --iverage. Staff members with no students present 
averaged 20 patients a day, while CIs averaged 17 patients per day. 

The seven private practice programs accoxanted for the largest patient load 
per student of any of the six physical therapy services analyzed. 
Beginning students were reported to average 16 patients per day, and advanced 
students averaged 18 per day, with a range as high as 50 for both categories. 
Over half of the care given by private practitioners vas in the intermediate- 
care range, with almost an equal distribution of short-term and long-term 
care for the remainder. About two thirds of the patients were adults; one 
third were described as ^ajiLaltlCj and only a small proportion was in the 
pediatric age group. 

Patient referrals to private practitioners came from a full range of medical 
and surgical piractitioners. An overwhelmixig saiority of their patients 
were referred from orthopedic surgery (58 percent) , followed by internal 
medicine (15 percer.t) , and well below these, neurosurgery (7 percent) and 
physical medicine and rehabilitation (6 percent). 



Similar numbers of students affiliated with private practice setups as with 
other types of programs. The average range per month was from a low of 3 in 
August to a high of 5.5 per month in October, November, and December. The 
peak number of students accommodated by the private practice program for 
any month was 16 in May and Jtine; there were some months in x.rhich the 7 
reporting private practitioners had no students. Almost thrcie fourths of 
the time devor.ed to student education was focused on the full-time student. 
Almost all of the edi?'.*M.onal institutions which were contracted to the 
reporting practi^-ioriers were in-state programs; this was truet for both 1970 
and 1974. 



The private practice programs were well equipped. A wide range of physical 
therapy equipment was available over 50 percent of the time by those reporting. 
Equipment which was available less than 50 percent of the time included EMG 
and nerve-conduction apparatus, EKG, low-volt evaluation equipment, a tread- 
mill, a vitalometer, a walking tank, a pool, and moist air cabinets. Most 
of those who had equipment available used it on a daily basi«. 



Students 



Equipment 
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The data which have juat heen reviewed came from the information which was 
contributed by directors of physical therapy services on the UNC-CH question- 
naires. They either supplied the information from departmental records or 
made estimates. Data which were received from the directors of rehabilitation 
centers and extended-care facilities on the number of staff, the patient 
lead, and where the patients were treated was estimated over half of the 
tlaie; other directors reported using departmental records over 50 percent 
of the time. In most instances the information submitted on the number of 
treatments given by staff and students came from estimates rather than 
departmental records. 

For the information on patient classifications as to age and length of care, 
the respondents more often referred to their current statistics than 
to their annual reports. To answer the item on the source of referrals, 
over half of the practitioners used their latest annual reports, while 
Others furnished current data. 

It would, be interesting to know if monthly or annual reports were actually 
available and written in sufficient detail to report on the activities 
la responding to the request for data, or if estimates and figures on 
current vork load were the only sources for this information. In the pretest 
of the UNC-CH questionnaire to the directors of physical therapy services, it 
was found that several items on sources of referral and nature of treatment 
had to]he eliminated in the final questionnaire because of the inability of 
the F^ritest respondents to report the data. The feedback indicated that 
informa;.ion is now computerized for most physical therapy services, and 
that detailv^ about types of equipment, types of patients, and types of 
treatments, which are not computerized, are no longer available on a regular 
reporting basis. 



OTHER COr^SlDERATlONS 

Cost Factors in Clinical Education 

The rapidly rising cost of health care demands that more attention be 
focused on the cost of clinical education in all of the health professions. 
?r^^-ling the basis of many current studies ox program cost and cost allocation 
is the 1958 publication by A. J. Carroll for the Association of Aiuerican 
Medical Colleges. (056) Carroll's study was concerned primarily with 
medical educrcion costs. Later he began to produce materials on program cost 
estimating and cost allocation for hospitals involved in the clinical education 
of students of all types. {054, 055] Carroll described a pilot study for 
developing criteria and procedures to assist hospitals in distinguishing the 
costs of their patient care, education, research, and community service 
programs, and developed guidelines for program cost studies. He stressed 
that an institution must develop a formula for equating the services pro- 
vided by students and that the formula varies with the type of student. A 
physical therapy example might be two student physical therapists equaling one 
physical therapist staff member. 



One type of procedure is appropriate if a hospital or agency is not part 



of 
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the medical school or is not controlled by it. A different type of study is 
necessary if the clinical center is part of the administrative structure of 
the medical school. In either case the procedure should first determine the 
gross cost of the program, and then the net cost, which should include allowance 
for the income produced by students. 

Two of the most recent studies on the cost of medical education were sponsored 
by the Association of American Medical Colleges and the Institute of Medicine 
of the Department of Health, Education, and Welfare. [US, 20S, 209] 
The AAMC reported a cost-factor study ^ich assessed programs in six private 
and six public medical schools. Attention was given to the mix of students, 
the mix of educational programs and the relationship of instruction, research, 
and clinical practice; attention was also given to efforts in continuing 
education and differences in Institutional philosophy, objectives, and 
resources. 

Of interest to physical therapists Is that the medical school report indicated 
that a full-time faculty member is expected to devote 35 percent time to 
students at all levels, 40 percent time to research, and 25 percent time to 
administration and professional activities associated with the educational 
institution's programs. "Fully Involved" clinical faculty members are 
expected to devote 35 percent time to instruction, 25 percent time to 
activities related to delivery of patient care, 15 percent time ^o research, 
and 25 percent time to administration and professional duties necessary for 
the educational program. 

The AAMC report takes Into consideration the costs of the support staff of 
nurses, medical technologists, secretaries, and administrative personnel, as 
well as other costs. The study produced estimates of $16,000 to $26,000 for 
the annual cost of education for one medical student. Since it failed to 
take into consideration the Income produced by students in clerkships or on 
clinical assignments, the study has been criticized by some cost analysts • 
[164] 

The Institute of Medicine study also addressed per-student cost of medical 
education and the related costs of patient care, research, and instruction. 
In this study estimates were made of the income produced from patient care 
and research. The authors repeated the oft-quoted statement that teaching 
hospitals have a 35 percent higher per-diem cost, 9 percent more inpatient 
days, and 5 percent more outpatient visits than non teaching hospitals. This 
study did take into account the income generated by students; it estimated 
that the annual cost for educating a medical student was $6,900 to $18,650. 

Other, cost studies were made by Hilles. He primarily studied medical school 
costs based on effort reports by the faculty, but included direct and 
indirect costs also. (759) Stoddart reports on a cost-allocation effort- 
reporting system designed as a two-step process involving an analysis of 
time spent in activities such as patient care, education, and other activities. 
He urges that a student activity report by included in any cost-allocation 
study concerned with educational costs and benefits, and that distinctions be 
made with respect to: (a) patient care contact with and without instructors; 
(b) contact with instructors without patients in conferences, rounds, or 
other locations; and (c) time devoted to self-education. {2JJ) 
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MacGraw reports on a cost analysis of four semiautonomous units of a 
single medical education enterprise. The four units, developed in different 
geographic locations under different local conditions, were administered by 
one university system. The author urges that separate budgets be prepared 
for instruction, patient care, and research. Effort-reporting and cost- 
allocation formulas should be developed, he says, and he reminds the reader 
that costs are attributed not only to undergraduate medical education 
but to other cost factors as well. He states: "It is in the public arena of 
that community that conflicting institutional realities must be put in 
perspective, reconciled and finally synthesized into arrangements, policies, 
budgets and programs." This might be cited as another effort to involve 
the community in the utilization of the local resources and the costs and 
benefits involved. (/37) 

A report from Kansas City by Rode is an interesting analysis of the cost 
factors involved in a consortium arrangement for the education of nursing 
students. One vocational technical school was agreed upon by the members 
of the local hospital association as the training site for nurses aides to 
serve in a variety of city hospitals and institutions. A five-week 
curriculum and a small group of instructors were selected. The participating 
hospitals were utilized on a rotating basis to provide clinical experience. 
The salaries involved in the instructional program came 75 percent from 
state funds, with participating hospitals contributing the other 25 percent. 
Each hospital shared in the costs from $50 to $100 per month for supplies 
and equipment; 250 nurse assistants were trained at a cost of approximately 
$10,000 to each of the nine participating hospitals. This was a saving of 
$350 per trainee; the hospitals reported that they saved $100,000 in the 
fourteen months of the original program. [191] 

The materials cited above deal with clinical education costs from the 
point of view of educational institutions, but some literature addresses 
the cost to hospitals which are not part of the administrative structure 
of the participating educational institution. Freymann, in his studies 
of hospital-based educational programs, indicates that if the educational 
programs at the Hartford Community Hospital were abolished, it would cost 
more to provide the same quality of essential hospital services. He urges 
that efforts be made to show that hospitals are multiproduct institutions, 
producing not only health care but health manpower as well, an essential 
public service. {091) 

Busby reports on a detailed cost-allocation study at the University of 
Kansas Medical Center, one of the participants in the AAMC study referred 
to above. Using the same indices referred to previously, he calls attention 
to the special cost factors in a large teaching hospital, affected by its 
responsibility to provide health care services for the indigent, the 
uniqueness of its ambulatory care facilities, the types and rates of 
occupancy, the relationships between the type of facility and the practicing 
clinicians involved in patient admissions, the heavy utilization of the 
diagnostic services, and the specialties of nursing services required for 
the care provided in a large acute-care institution. {047) 

The most complete reports dealing with clinical education costs in physical 
therapy are those by Watts and Moran. Watts, in a workshop presentation, 
discussed not only the cost per student in a clinical education program. 
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but the overall cost of all students at the institution. She discussed the 
impact on cost of the level of the student, the length of assignment, and 
whether or not the student was on a full-time or part-time assignment. Cost 
factors were also attributed to the types of patients cared for and the 
type of staffing pattern in the program. Attention was called to the 
direct costs incurred by the presence of students, e.g., malpractice insurance, 
housing, meals, laundry, health services, travel, registration fees, 
continuing education, secretarial services, correspondence, reference materials, 
equipment, telephones, and postage. Watts also dealt with the indirect costs 
of lockers, staff rooms, housekeeping, electricity, water, laundry and supplies. 
Costs were attributed to the professional time spent in planning, supervising, 
and preparing reports, in addition to the time involved in working side by 
side with the student. 

On the plus side of the ledger she mentioned the recruitment, selection pro- 
cess, and orientation benefits which come to the clinical center from a 
student program, as well as the reduction in staff turnover of mid-career 
employees involved in teaching programs. Other benefits may include savings 
from eliminating salaries for work performed by students rather than paid 
employees. Tuition vouchers for continuing education, free or decreased 
costs, continuing education, the stimulus and the motivation derived from 
association with students, and the student-generated income were all named 
as assets. {235) C 

Moran analyzes several ways in which the cost of clinical education can be 
studied to determine who is paying — the clinical center, the patients, the 
health care practitioners, or the students. She analyzes cost-allocation 
formulas, measurements of the time devoted to education of those involved, 
an effort-reporting system, identification of marginal or add-on costs, the 
mix of students, and the improvement of health care. Moran believes that 
the cost of maintaining a physical therapy service in a hospital without 
an education program is higher than for one which is on a contractual relation- 
ship. Costs are reported to rise as the size of a hospital increases but 
to level out at a size above 200 beds. The location of the hospital influences 
costs of salaries, maintenance, taxes, and other items. Psychological as 
well as economic benefits to the clinical center and the student are 
identified. 

Moran quotes Watts 's 1968 study showing that the economic benefits accruing to 
the clinical center are 2.6 times greater than the cost involved and that 
the psychological benefits to the clinical center outweigh the cost on a 
margin of three to one. A study of 20 hospitals which were affiliated with 
one university program in physical therapy produced findings which indicated 
that only the university sustained an economic loss and that all other 
groups including the affiliating center showed economic gains from the 
educational program. 

In still the same paper, Moran reports on two pilot projects to determine cost. 
A small sample — six physical therapy students from one urban physical 
therapy educational program and nine supervising physical therapists employed 
in three teaching hospitals — was studied. Student input exceeded staff output. 
In time there was a net clinical input for each student team and a probable 
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net benefit to the hospital. While limitations of the study were acknow- 
ledged, based on the size of the sample and the length of the study, Moran 
speculates that students contribute more financially than they receive in 
their clinical education assignments. Results do not indicate the amount 
of professional socialization that took place, or how much students learned 
from the experience. The author speculates also that it may be "entirely 
possible that the students have a greater opportunity to learn while con- 
tributing more time to service than they are receiving in supervision, which 
creates a net benefit for both the hospital and the student." {^64] 

An unpublished report involving the Los Angeles County - University of 
Southern California Medical Center is reported by Patton. The study was 
based on a questionnaire to physical therapy educational administrators 
regarding the cost of physical therapy education in the year 1973. It 
also studied the effects on cost made by 30 seniors in their first month of 
affiliation in June and July of 1973 in the clinical center. The range of 
income produced by the students was between $600 and $3120 with an average of 

$1179. ins) 

An unpublished study from Indiana University sheds some light on the cost 
factors in 38 affiliating clinical centers, grouped by type, size of staff, 
source of financial support, capacity, and whether the CCCE was employed on 
a full-time or part-time basis. The study also contrasted the number of 
patients per day treated while students were present with the number treated 
when students were not present. Income produced by senior students or 
advanced students was determined to be $75 per day, and by junior or begin- 
ning students, $50 per day. The cost figures for housing, meals, fringe 
benefits, direct and indirect costs were very small in comparison with the 
results of other studies. Housing was available in 20 of the 38 institutions, 
but at a very low estimated weekly cost. (777) 

Wing reviewed the literature on costs in clinical medical education and 
pointed up an obvious need for further research on this subject. His article 
reports on seven different cost studies involving the effect of intern and 
residency programs, the proximity of the medical school to the affiliation, 
the variation in costs for medical education from one service to another, 
and the personal efforts of the average student in subsidizing the educational 
program. In a regression analysis, the cost per bed per day was 20 to 25 
percent higher in teaching hospitals than in nonteaching hospitals. Teaching 
hospitals, with longer patient stays, showed20 percent more cost; increased 
costs, while frequently attributed to the presence of students, were not 
always accurately allocated to that cause. Teaching hospitals apparently 
require significantly larger capital investments than do other hospitals. 
If these costs were added to educational program costs, there would be a 
substantial shift in burden. [241] 

In view of all of the issues, one promising avenue for further investigation 
the improvement in accounting procedures and systems. Koehler is one 
0 pleads for improved accounting systems for studying clinical education 
custs. In a rather complex article he stresses the need for perfected pro- 
cedures for assigning the cost of activities to cost centers where many 
activities are simultaneously involved producing more than one product. 
[127] 
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Improved understanding of clinical education costs for all the health pro- 
fessions is a continuing goal. It becomes increasingly important as 
nontraditional clinical education sites with new cost patterns continue 
to be developed and utilized. (See Tables B.2, C.l, and C.2.) 

Development and Maintenance of Relationships 

As the reader has seen in Chapter 2, particularly pages 2-8 - 2-10 and 2-15 - 
2-26, changing relationships and increasingly participative endeavors are 
... essential in planning clinical education for future physical therapy 
practitioners. Academic and clinical faculty members, educational and clinical 
center administrators, practitioners, and students — all are involved in the 
process. 

Most often a faculty member from the educational institution initiates the 
contact with the clinical center needed or desired as an affiliation 
location, although sometimes the stimulus for the contractual arrangement 
comes from a concerned and interested practitioner. Regardless of who 
initiates the contact, the primary responsibility for the development and 
maintenance of the relationship rests with the ACCE, who characteristically 
puts a high value on regular visits between people from the two institutions— 
a higher value than does the CCCE, according to the UNC-CH study. The 
responding ACCEs also attached more importance to the distance of the academic 
institution from the clinical center than did the CCCEs. 

The university personnel indicated that student placement could be affected 
by family situations, as well as by cost factors and special interests of 
the students. Frequently an effort is made to match the student to the 
staff or to the pace of the clinical center. If a student functions best 
in an unhurried atmosphere, a thoughtful coordinator may go to considerable 
lengths "to arrange satisfactory learning experiences in a center known for 
its less hectic schedule. Aware that certain role models are present among 
the staff of a center, ACCEs have been known to assign students wherever 
the most positive experience can be provided. 

In general the ACCEs responded negatively to a question about providing 
special arrangements for students who had had previous physical therapy 
experience, e.g., in the military — arrangements such as allowing bypass, 
reducing the requirements, or redesigning the curricultom of clinical 
education. Three fourths of those responding said that such a student 
would have to fulfill the prescribed clinical education requirements. 
Only a few responded that alternatives could be offered, such as proficiency 
examinations, advanced standings, or alternate selections of sites, even 
when these students stayed in the clinical center the required length of time. 

The educational institution, based on its academic calendar, usually sets 
the dates for the clinical education period, and the clinical center tries 
to comply. A few centers indicated that they tell the educational Institution 
when they can accept students and then try to arrange the assignment times 
around that schedule. The clinical centers appeared to be increasingly 
assertive in indicating time periods in which they are able and willing to 
accommodate students. In some instances they had student quotas. 
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An inability to work out a mutual agreement for contractual relationships 
may occur for any of a variety of reasons — a center *s inability to handle 
more students, an excessive or inadequate assignment time, an institution's 
inflexibility, inadequate communication between the sending institution 
and the clinical center personnel, poorly prepared students, or poor ethical 
standards in either the academic institution or the clinical center. Data 
available from the UNC~CH study revealed that influences for affiliating 
with clinical centers came almost equally from students, the CCCEs, individual 
CIs, and the directors of physical therapy services; little came from other 
administrators in the clinical centers. 

There should be a yearly reevaluation of the contractual arrangements 
between the educational institution and the clinical center to assess the 
effectiveness of the contract (see the of ten-ref erred-to book on the 
form and function of written agreements) • Moore and Parker reported the 
weakest parts of the contracts reviewed over a three-year period were in 
the area of administrative mechanisms, review of difficult situations, and 
reworking of contractual relationships, {/62, 160) 

Some of the difficulties in maintaining good relationships are reportedly 
due to a breakdown in communications, a lack of appreciation for the other's 
problems, or an inability to settle issues which are insoluble at a given 
time^ The most frequently cited problems by both clinicians and educators 
in the UNC~CH study were poor preparation of students and inadequate super- 
vision in the clinical environment. Both problems need attention and both 
situations are subject to improvement, with effort. 

Communications basically are maintained by telephone and mail contacts on 
a rather regular basis, but personal visits do occur. Cver half of the 
ACCEs reported visiting the clinical centers more than once a year, but 22 
percent visited one time a year or less often. Visits from staff in the 
clinical center to the academic institution occurred one time a year or 
less often in 61 percent of the cases reported in the UNC-CH study. The 
other ways an educational institution can maintain and foster relationships 
with the clinical center- — e.g., consultations, workshops, inservice educa- 
tion programs, general cons^ulting services, and loans of equipment — 
are dealt with in somVo detail in Chapter 4. 

Across the nation there has been some discussion that one area of misunder- 
standing between clinical centers and educational institutions is the 
academic institution's faculty unwillingness to accept evaluations by the 
clinical center's staff on the performance of the student. There is little 
in the information which the Project obtained from any source to indicate 
that this is a problem, or to Indicate that "poor attitudes" of the students 
in some institutions affected relationships. It had also been anticipated 
that unethical conduct ar poor standards would be listed more frequently by 
both educators and clinicians as reasons for disagreements and difficulties, 
but thea^e were not docutiiented in the ITNC-CH study. 

Before concluding this chapter on the clinical education site, it should 
be noted that the Project on Clinical Education identified two additional 
aspects of the selection and development of clinical education sites that 
need more exploration: (a) the situation in which a clinical center has 
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a physical therapy service but no educational program, and (b) the 
one in which .a clinical center with no current physical therapy services 
possesses the potential to provide services needed for clients and 
consequently for educational programs. 

The real strength of all future efforts lies in the development and main- 
tenance of good relationships between all the people involved: consumers, 
students, practitioners, teachers, and administrators. Chapter 4 focuses 
on the clinical faculty, the allies in education for physical therapy. 
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Table 3.1 

AREAS OF CLINICAL EDUCATION OBJECTIVES FROM EDUCATIONAL PROGRAMS 



Physical therapy Developing Physical therapist 
Subject matter programs N°50 programs N^A ass't programs N"15 

areas of objectives N-26 N»24 N"4 ^"7 N^ 

A* B* C* D* D* A* B* C* D* 



Patient care 


25 


19 


25 


24 


4 


7 


7 


6 


8 


Interpersonal relations & 
communication 


21 


16 


22 


23 


4 


6 


7 


7 


8 


AHm'l n i t T a t i o n 


19 


9 


22 


16 


3 


2 


3 


3 


5 


Professional attitude & 
ethics 


16 


12 


19 


20 


4 


4 


3 


6 


6 


Integration of didactic 
& clinical education 


14 


7 


7 


14 


1 


3 


3 


5 


6 


Pprsonal Qualities 


10 


9 


14 


14 




2 


3 


4 


4 


Observation skills 


7 


2 


1 


3 


2 


_ 


1 


1 


3 


Scope of patient problems 


6 


3 


2 


1 




1 






1 


Self-assessment 


6 


3 


3 














Teaching skills 


4 




13 


7 


3 


2 


4 


4 


1 


Research skills 


2 




1 


3 


1 








_ 


Supervisory skills 


- 


1 


2 


7 


- 


- 


- 


- 




Problem -solving skills 




1 




2 






1 


1 




Curriculum evaluation 








1 










1 


Creative thinking 








1 












Knowledge of role of physi- 
cal therapist or physical 
therapist assistant 










2 


5 


4 


3 


4 


Use of proper body mechanics 










1 








3 


Awareness of non-physical 
therapy areas 


















1 



Source: "Soft data," 1974; objectives received from 69 educational programs 
*A: Objectives for beginning students *C: Objectives for advanced students 
*B: Objectives for intermediate students *D: Objectives of overall program 
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Table 3.2 

RANKING OF OBJECTIVES LISTED IN TABLE 3-1 



Physical therapy Developing Physical therapist 
Subject matter programs N=50 programs N-4 ass't programs N=15 

areas of objectives N«26 N"24 N«4 N-7 N-8 



A* B* C* D* D* A* B* C* D* 



Patient care 


1 


1 


1 


1 


1 


1 1 


2 .1 


Interpersonal relations 
and c ommun i c a t io n 


9 


9 


9 


9 


X 


9 1 
Z X 


X X 




3 


L 


9 


t 


2 


u ^ 




Professional attitude 
and ethics 


4 


3 


3 


3 


1 


4 3 


2 2 


Integration of didactic 
diiu cxxnxcax euucaLXon 
















P^T* con ijT nnpT'f^'f^Q 


\j 


L 


A 

*T 








4 4 


V/Uocl. Vd LXLiLldX oivXXXo 


7 
/ 




Q 


7 




4 








7 


o 


Q 




7 _ 


- 6 


Splf — asspssmpnt 

«iL w&i^ 1^ 1^ i^UA^^ ^ 


8 


7 


7 










Teaching skills 


9 


6 


5 


6 


2 


6 2 


4 6 


^COCd^i^li olVXXXo 


1 0 

Xv 




Q 


7 


A 

■T 






^uL/c^v^ow^y o^xxxo 




9 


V-/ 










Problem-solving skills 




9 




8 




- 4 


6 - 


Curriculum evaluation 








9 






- 6 


Thinking creatively 








9 








Knowledge of role of phy- 
sical therapist or physi-- 
cal therapist assistant 










3 


3 2 


5 4 


Use of proper body mechanics 










4 




- 5 


Awareness of non-physical 
therapy areas 














- 6 


Source: "Soft data," 1974; 


objectives 


received 


from 69 


educational 


programs 



*A: Objectives for beginning students 
*B: Objectives for intermediate students 
*C: Objectives for advanced students 
*D: Objectives for overall program 

3-43 



140 



Table 3.3 

AKEAS OF CLINICAL EDUCATION OBJECTIVES OF CLINICAL CENTERS 



Subject natter area 
of objectives 



Physical therapy 
programs N"159 



N-27 



A* B* 



C* 



N"132 
D* 



Physical therapist 
assistant programs N»6 
N-2 N-4 



A* 



B* 



C* 



D* 



Patient care** 


18 


5 


27 


128 


2 


2 


2 


3 


Interpersonal 


















relations and 


















commun ica t ion 


16 


4 


25 


116 


2 


2 


2 


3 


Administration 


10 


2 


19 


99 


2 


2 


2 


2 


Professional attitude 


















and ethics 


13 


1 


17 


72 


1 


1 


1 


3 


Integration of 


















didactic and 


















clinical education 


10 


2 


11 


80 


1 


1 


1 


2 


Personal qualities 


12 


3 


18 


79 


0 


0 


1 


4 


Observational skills 


6 


0 


5 


46 


2 


2 


2 


1 


Scope of patient 


















problems 


4 


0 


4 


47 


0 


0 


0 


3 


Self-assessment 


4 


1 


3 


12 


0 


0 


0 


0 


Teaching skills 


4 


2 


20 


51 


u 


1 


^ 

X 


u 


Research skills 


0 


0 


3 


25 


1 


1 


1 


0 


Supervisory skills 


4 


2 


13 


51 


0 


0 


0 


0 


Problem-solving skills 


0 


0 


0 


13 


0 


0 


0 


1 


Curricultun evaluation 


3 


0 


4 


6 


0 


0 


0 


1 


Creative thinking 


0 


0 


1 


10 


0 


0 


0 


1 


Knowledge of role of 


















therapist and/or 


















assistant 


9 


0 


9 


56 


1 


1 


1 


2 


Use of proper body 


















mechanics 


2 


1 


5 


13 


0 


0 


0 


0 


Awareness of non- 


















physical therapy 


















areas 


6 


1 


19 


80 


1 


1 


1 


2 


**Sub-obiectives dealing with patient 


care 










Awareness of other 


















patient resources 


0 


0 


5 


19 


0 


0 


0 


0 


Evaluating 


15 


4 


25 


101 


0 


0 


0 


1 


Planning programs 


9 


4 


21 


98 


0 


0 


0 


0 


Executing plans 


16 


4 


27 


123 


2 


2 


2 


3 


Reevaluating 


3 


2 


14 


64 


0 


0 


0 


0 


DlscharKing 


1 


1 


12 


38 


0 


0 


0 


0 



Source: "Soft data," 1974 
*A: Objectives for beginning students 
*B: Objectives for intermediate students 
*C: Objectives for advanced students 
*D: Objectives of overall program 
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Table 3,4 

RANKING OF OBJECTIVES LISTED IN TABLE 3.3 



Subject matter area Physical therapy Physical therapist 

of objectives programs N"159 assistant programs N'-S 

N°27 N''132 N=2 N^A 
A* B* C* D* A* B* C* D* 





1 


1 


1 


1 

X 


1 

X 


1 
X 


1 
X 






















Qt""? /^Tia OTlf^ 




















2 


2 


2 


0 


1 

X 


1 
X 


1 
X 


9 


AvUILLUXo UX^aUXUU 




A 


A 




1 

X 


1 

X 


1 

X 




^ 1. UJL Coo Xi^lXaX CiUUXivUUC 


























Q 


o 


9 


9 


9 




























• 










jC'li.iii.cal pdiicatlon 


5 


4 


8 


4 


2 


2 


2 


3 


PpT"flnnAl niiijT "f t" "f PQ 


4 


3 






Q 


3 


9 


1 

X 


Ol^RPT~VAt"f nnAl filf "f 1 1 s 


7 


6 


10 




1 

X 


1 

X 


1 

X 


A 


Scope of patient 


















problems 


8 


6 


11 


9 


3 


3 


3 


2 


Self-assessment 


8 


5 


12 


13 


3 


3 


3 


5 


TpAf^Trfni? clr'flla 


o 


4 


3 


o 


Q 


9 


9 


c 


Research sltlllfl 


11 


6 


12 


11 


2 


2 


2 




SuDervisorv <iWll<i 


8 


4 


7 


8 


3 


3 


3 




Problem— solving skills 


11 


6 


14 


12 


3 


3 


3 


4 


Curriculum Evaluation 


9 


6 


11 


15 


3 


3 


3 


4 


Creative thlnklnc 


11 


6 


13 


14 


3 


3 


3 


A 
t 


Knowledge of role of 


















therapist and /or 


















assistant 


6 


6 


9 


7 


2 


2 


2 


3 


Use of proper body 


















mechanics 


10 


5 


10 


12 


3 


3 


3 


5 


Awareness of non- 


















physical therapy 


















areas 


7 


5 


4 


4 


2 


2 


2 


3 


**Sub-obiectlves dealing 


with 


patient 


care 










Awareness of other 


















patient- resources 


6 


4 


6 


6 


2 


2 


2 


3 


Evaluating 


2 


1 


2 


2 


2 


2 


2 


2 


Planning programs 


3 


1 


3 


3 


2 


2 


2 


3 


Executing plans 


1 


1 


1 


1 


1 


1 


1 


1 


Reevaluating 


4 


2 


4 


4 


2 


2 


2 


3 


Discharging 


5 


3 


5 


5 


2 


2 


2 


3 



Source: "Soft data," 1974 
*A: Objectives for beginning students 
*B: Objectives for Intermediate students 
*C: Objectives for advanced students 
*D: Objectives of overall program 
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Table 3.5 

AFFILIATION AGREEMENTS BETWEEN EDUCATIONAL PROGRAMS AND CLINICAL CENTERS 



Average number of clinical centers affiliated with 
an educational program 


34 




Range of clinical centers affiliated with an 
educational program 


4-165 


Average number of educational programs affiliated 
with a clinical center 


1 8 




Range of educational programs affiliated with 
a clinical center 






Total number of clinical centers identified by 
responding educational programs 


1671 




Clinical centers affiliated with only 1 educational 
program 


1037 


(62%) 


Clinical centers affiliated with 2 educational 
programs 


319 


(19%) 


Clinical centers affiliated vith 3-5 educational 
programs 


273 


(16%) 


Clinical centers affiliated with 6-9 educational 
programs 


35 


( 2%) 


Clinical centers affiliated with 10 or more 
educational programs 


7 


(0.4%) 



Source: "Soft data," 1974; materials received from 90 educational 
programs • 
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Table 3.6 
EDUCATIONAL PROGRAMS AFFILIATED WITH 
SELECTED TYPES OF CLINICAL CENTERS 



Educational program 



Number of affiliated educational 



Teaching 
hospital 

N=rl38 



Rehabili- 
tation 
center 
N=77 



Pedia- 
tric 
OPD* 
N«50 



Extended- 
care 

facility 
N=:38 



programs 



Public 
health 

N»17 



Private 
practice 

N=7 



In-state, physical 
therapy: 



1970 


Mean 


1 




1 


1 




1 


1 




1 




Mode 


1 




1 


1 




1 


1 




0 




Median 


1 




1 


1 




1 


JL 




JL 




Range 


0-6 


0-6 




0-8 


0-4 






U— J 




1974 


Mean 


1 




2 


0 




2 










Mode 


1 




1 


1 




1 


X 




± 




Median 


1 




1 


1 

JL 




1 


J. 




JL 




Range 


0-8 


0-8 






0-28 


D— 1 Q 

U X7 


U— J 




Out-of-state, 


physical 




















therapy: 






















1970 


Mean 


1 




1 


1 




0 


1 
X 




1 

JL 




Mode 


0 




0 


0 




0 


0 




0 




Median 


0 




1 


0 




0 


0 




1 




Range 


0-8 


0-8 




0-8 


0-2 




0-4 


0-1 




1974 


Mean 


2 




2 


2 




1 


1 




0 




Mode 


0 




0 


0 




1 


0 




0 




Median 


1 




1 


1 




1 


1 




0 




Range 


0-18 


0-18 


0-18 


0-4 




0-4 


0-1 




In-state, physical 




















therapist assistant: 




















1970 


Mean 


0 




0 


0 




0 






0 




Mode 


0 




0 


0 




0 


0 




0 




Median 


0 




0 


0 




0 


0 




0 




Range 


0-1 


0-1 




0-2 


0-1 




0 


0-1 




1974 


Mean 


0 




0 


0 




1 


0 




1 




Mode 


0 




0 


0 




0 


0 




1 




Median 


0 




0 


0 




0 


0 




1 




Range 


0-3 


0-3 




0-3 


0-2 




0-1 


0-1 





Out-of-state, physical 
therapist assistant: 

1970 Mean 0 
Mode 0 
Median 0 
Range 0 
1974 Mean 0 
Mode 0 
Median 0 
Range 0-1 



0 
0 

0 

0 
0 
0 



0 
0 
0 

0 
0 
0 



0 
0 
0 

0 
0 
0 



0-] 



Source: UNC-CH study, 1975 
* OPD =■ outpatient department 
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0 
0 

0 

0 
0 
0 



0 
0 

0 

0 
0 
0 



Table 3.7 

ACCE WILLLINGNESS TO MAKE A VARIETY OF CLINICAL ASSIGNMENTS 



Type of assignment 



Frequency of response (%)* 



Presently 
using 
% 



Willing 
to use 
% 



Not willing 
to use 

% 



Assignment to faculty 

Dentist or orthodontist 0 

Coordinator of rehabilitation services 24 

Coordinator of PT services 39 

Methods analyst in PT 0 

Program analyst in PT 0 

Budget analyst in PT 4 

Administration specialist 8 

Education specialist 8 

Specialist in some area of PT practice 63 
Member of government advisory committee 

on delivery of health care or health 

care needs 8 

Prosthetist (especially IPOF work) 18 

Industrial health specialist 4 

Director of PT curriculum 10 

Dean, school of allied health 2 

Consultant to extended-care facility 24 
Advisor to transportation development 

(design, accessibility) 0 

Editor of PT journal 0 

PT faculty member (academic) 18 
Research project director (clinical 

or basic) 12 

Headquarters staff of APTA 0 

Assignment to programs 

Industrial physical fitness program 0 

Well-baby clinic 12 

Juvenile court center 0 

Legal program related to health care 2 
Geriatric program (with emphasis on 

administration rather than treatment) 14 

Patient education center 8 
Audio-visual office with medical 

illustrator 12 



39 
61 
50 
69 
71 
61 
58 
61 
31 



56 
65 
70 
42 
39 
61 

48 
43 
51 

67 
53 



81 
65 
23 
65 

50 
73 

42 



62 
16 
12 
31 
29 
35 
35 
31 
6 



36 
18 
26 
48 
59 
16 

52 
57 
31 

.21 
47 



19 
23 
77 
33 

37 
19 

46 



Assignment to facilities 

Sports medicine/athletic training 40 

Geriatric center 79 

Sheltered workshop /Goodwill Industries 16 



56 
21 
55 



4 
0 
29 



table continues 

Source: UNC-CH study, 1975 

* Frequency indicated is % of ACCEs (N=53) responding to each item 
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Table 3.7 continued 
ACCE WILLINGNESS TO MAKE A VARIETY OF CLINICAL ASSIGNMENTS 



Type of assignment Frequency of response (%)* 

Presently Willing Not willing 
using to use to use 

% % % 



Assignment to facilities (continued) 



Large acute hospital 


100 


0 


0 


Rehabilitation center 


98 


2 


0 


Pediatric hospital 


94 


6 


0 


School for the b.=-ndicapped 








(orthopedic, deaf, blind) 


75 


25 


0 


Prepaid health care setting 


17 


75 


8 


School screening program 


20 


69 


12 


Conmunity health center 


37 


58 


6 


Mental health center 


12 


73 


15 


University student health center 


16 


61 


24 


Nursing home or extended-care facility 


81 


19 


0 


Health organization or agency 


47 


39 


14 


Health spa 


0 


24 


76 


Camp for the handicapped 


12 


78 


10 


Foreign or overseas centers 


6 


38 


56 


Headquarters of health agency 








(such as Arthritis Foundation) 


4 


51 


45 


Drug center 


2 


37 


61 


Home health agency 


58 


40 


2 


Boys and girls aid societies 


0 


35 


65 


Rural health centers 


24 


65 


12 


Visiting nurse association 


46 


52 


2 


Veterinary services 


0 


22 


78 


Specialty facilities 








Bum center 


81 


19 


0 


Oncology 


43 


51 


6 


Hand center 


35 


61 


4 


Leprosy 


4 


80 


16 


Cerebral palsy 


89 


9 


2 


Rheumatology 


55 


43 


2 



Source: UNC-CH study, 1975 

* Frequency indicated is % of ACCEs (N=53) responding to each item 
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Table 3.8 

CLINICAL EDUCATION SITES REQUIRED OF ALL STUDENTS 



Types of Clinical 


Frequency 


of response (%)* 


Education Sites 


(N 


=53) 




Required 


Not required 




% 


% 


General hospital 


94 


6 


Rehabilitation center 


70 


30 


Pediatric center 


38 


62 


Bum unit 


11 


89 


Public health agency 


13 


87 


Intensive care unit 


13 


87 


(jrerxaizrxc program 


21 


79 


Extended-care facility 


17 


83 


No specific facility required 




6 


Source: UNC-CH study, 1975 






^Frequency indicated is % of ACCEs 


replying to each 


item. 
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Table 3,9 

INTEREST OF ACADEMIC COORDINATOR OF CLINICAL EDUCATION 
IN AFFILIATING WITH VARIOUS TYPES OF PROGRAMS 



Program areas Fr^-^pency of ACCE's response (%)* 

fN»53) 

InterttivSted Not interested Already affiliated 

with such a center 
% % % 



Pediatric patients 


6 


0 


94 


Adult patients 


2 


0 


98 


Geriatric patients 


8 


0 


93 


Long-term care patients 


6 


0 


94 


Intermediate care patients 


8 


4 


89 


Short-term care patients 


2 


2 


96 


Acute patients 


2 


0 


98 


Inpatient population 


2 


0 


98 


Home-bound patients 


34 


4 


62 


Rural pi'w 'copulation. 


55 


14 


31 


Inner-city population 


21 


8 


72 



Source: UNC-CH study, 1975 

*Frequency indicated is % of ACCEs replying to each item 
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Table 3.10 

REASONS FOR DIFFICULTY IN FINDING GOOD CLINICAL AFFILIATION SITES 



Problem 



Frequency of Response (%)* 



Cited 
as a reason 



Not cited 
as a reason 



Site too crowded with other students 85 

Site not receptive to students 38 

Quality of the program is poor 78 

Quality of the staff is poor 58 

"Atmosphere of learning" is missing 68 

Site does not have program in 
areas of curriculum 13 

Site too costly to educational 
institution 10 

Site too costly to student 28 

Site too far away for an adequate 50 
liaison 

Source: UNC-CH study, 1975 

*These are percentages of the number of respondents (ACCEs) who actually 
experienced difficulty in finding good clinical affiliation sites(N=40); they 
are not percentages of the total number of respondents, 25% of whom reported 
no difficulty* 



15 
63 
23 
43 
33 

88 

90 
73 
50 
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Table 3,11 

FACTORS IN SELECTING A CLINICAL EDUCATION SITE 



Frequency of response of ACCEs (%)* 

Factors in site selection Not very 

Crucial Important important Unimportant 
% % % % 



Physical size of department 


2 


34 


51 


13 


Number of staff 


8 


60 


26 


6 


Number of patients 


19 


76 


4 


2 


Type of patients 


32 


60 


6 


2 


Equipment available 


4 


46 


46 


4 


Quality of physical therapy 










service 


85 


15 


0 


0 


Quality of the staff 


85 


15 


0 


0 


Interest of staff in students 


87 


13 


0 


0 


Enthusiasm of staff for its work 


62 


39 


0 


0 


Professional activities of the 










staff 


15 


76 


9 


0 


Active continuing education 










program for staff 


30 


57 


13 


0 


Willingness of staff to evaluate 










students 


83 


15 


2 


0 


Availability of staff for workshops 










and conferences at academic program 


17 


68 


13 


2 


Patterns of patient referral 


2 


58 


35 


6 


Presence of departmental objectives 


13 


77 


9 


0 


Presence of internal-audit 










mechanism 


4 


36 


47 


13 


Support for role of physical 










therapist assistant 


19 


28 


36 


17 


Presence of planned learning 










experiences for students 


55 


43 


2 


0 


Support services available for the 










student (libraries, health 










services, etc.) 


9 


68 


21 


2 


Number of students affiliating 


26 


55 


19 


0 


Administration supports clinical 










education 


51 


45 


4 


0 


Administration provides financial 










support for clinical education 


6 


35 


44 


15 


Departmental communication with 










educational program 


64 


37 


0 


0 


Good interpersonal relationships 










within department 


32 


68 


0 


0 


Sound management of department 


17 


81 


2 


0 


Monetary cost to school 


19 


60 


9 


11 


Distance from educational program 


13 


64 


19 


4 


The clinical education specialty 










needs of academic curriculum 


27 


65 


6 


2 



Source: UNC-CH study, 1975 



* Frequency indicated is % of ACCEs responding to each item (N=53) . 
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T-^ible 3.12 

CLINICAL CENTER SELF-IDENTIFICATION BY TYPE 



Center type Response Indicating type of center* 



N=250 N 



Teaching hospitals 


138 


55 


Community hospitals 


106 


43 


Rehabilitation centers 


77 


31 


Pediatric outpatient facilities 


50 


20 


Others considered specialized centers 


49 


20 


Pediatric inpatient facilities 


41 


17 


Extended-care facilities or 
skilled nursing facilities 


38 


15 


University medical centers 


36 


15 


Chronic disease hospitals 


23 


9 


Geriatric acute care centers 


18 


7 


Public health agencies 


17 


7 


Geriatric chronic centers 


17 


7 


Mental health facilities 


17 


7 


Mental retardation facilities 


12 


5 


Private practices 


7 


3 


Pediatric day-care centers 


5 


2 


Geriatric day-care centers 


4 


2 


Other kinds of outreach clinics 


3 


1 



Source; UNC-CH study, 1975 

^Directors of physical therapy services classified their agencies by more than 
one title; therefore a number of the centers are counted more than once in 
this table. 
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Table 3.13 

SERVICES REFERRING PATIENTS TO PHYSICAL THERAPY 



Mean PT services receivdlng 

Service referral no referrals (%)** 

(coded)* 

% 



Orthopedics 


5.34 


4 


Inteimal medicine 
Rheumatology 
Cardiovascular surgery 
Other 


2.53 

1.18 
1.01 
.69 


26 


Neurology 


1.79 


30 


Physical medicine 


1.86 


53 


General practice 


- 1.84 


42 


Neurosurgery 


1.53 


36 


Pediatrics 


1.42 


43 


General surgery 


1.38 


39 


Other 


. '-3 


78 


Plastic surgery 


.49 


68 


Thoracic surgery 


.45 


71 


Psychiatry 


.^5 


74 



Source: UNC-CH study, 1975 

* 6 point scale Indicating % of patients referred to physical therapy from a 
particular service: 
1= 4% or less 
2« 5 - 9% 
3=10 - 19% 
4«20 - 29% 
5=30 - 39% 
6«40 - 43% 

**% indicated is % of respondents indicating no referrals from each service; 
total number of clinical centers responding was 250 
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Table 3.14 

REFERRAL SOURCE OF PATIEKT LOAD IN SELECTED TYPES OF CLINICAL CENTERS 

Patient Percentage of patients 

referral Teaching Rehabil- Pedi- Extended- Public Private 

source hospital itation atric care health practice 

center OPD* facility 
N=138 N=77 N=50 N=38 N=17 N=7 
% % % % % % 



Neurosurgery 

Mean 
Mode 
Median 

Internal medicine 
Mean 
Mode 
Median 
Cardiovascular 
Mean 
Mode 
Median 
Rheumatology 
Mean 
Mode 
Median 
Other internal 
Mean 
Mode 
Median 

Physical medicine 
Mean 
Mode 
Median 

General practice 
Mean 
Mode 
Median 

General surgery 
Mean 
Mode 
Median 



7 
0 
5 

15 
0 
14 

5 
0 

1 

6 
0 
2 

4 
0 
0 

10 
0 
2 

6 
0 
0 

7 
0 
5 



7 
0 
3 

14 
0 
13 

6 
0 
0 

4 
0 
2 

2 
0 
0 

18 
0 
9 

5 
0 
0 

4 
0 

1 



6 
0 
0 

7 
0 
0 

1 
0 
0 

3 
0 
0 

2 
0 
0 

12 
0 



3 
0 
0 

3 
0 
0 



4 
0 
0 

14 
20 
15 

7 
0 
2 

5 
0 
3 

5 
0 
0 

23 
0 
5 

12 
0 
6 

5 
0 
5 



3 
0 
0 

11 
0 
5 

9 
0 
0 

4 
0 
1 

2 

0 
1 

22 
0 

11 

7 

6 
1 

3 
0 
1 



7 
1 
3 

15 
0 
6 

4 
0 
1 

4 
0 

1 

0 
0 
0 

6 
0 

1 

4 
0 

1 

2 

1 
1 



Basis for response 

Last annual report 36 

Current patient load 64 

Total 100 



Percentage of responding centers 
38 38 27 25 57 

62 62 73 75 43 

OT TUU TM IM 1UU 



Source: UNC-CH study, 1975 
*0PD =• outpatient department 



153 



table continues 



3-56 



Table 3.14 continued 
REFERRAL SOURCE OF PATIENT LOAD IN SELECTED TYPES OF CLINICAL CENTERS 



Patient 

referral 

source 



Plastic surgery- 



Teaching 
hospital 

N=138 
% 



Percentage of patients 



Rehabil- 
itation 
center 
N=:77 
% 



Pedi- 
atric 
OPD* 
N=50 
% 



Extended- 
care 

facility 
N=:38 
% 



Public Private 
health practice 



N=:17 
% 



N=7 
% 



riean 


2 


1 


2 


1 


0 


2 


Mode 


U 


0 


Q 


0 


0 


0 


Median 


0 


0 


0 


0 


0 


2 


J.110L acxc surgery 














Mean 


o 
Z 


1 


1 


1 


1 


1 


rioue 


0 


0 


0 


0 


0 


0 


neaxan 


U 


0 


0 


0 


0 


0 


wr unopeuxcs 














Mean 


35 


30 , 


44 


30 


37 


58 


Mode 


20 


20 


20 


20 


20 


17 


Median 


30 


26 


36 


28 


30 


o± 


e U U -LU gy 














Mean 




8 


8 


4 


9 


4 




n 
u 


0 


0 


0 


0 


1 


Median 


5 


4 


5 


0 


5 


2 


Pediatrics 














Mean 


5 


6 


18 


2 


4 


1 


Mode 


0 


0 


0 


0 


0 


0 


Median 


1 


1 


5 


0 


0 


1 


Psychiatry 
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Basis for response 


36 


Percentage of 


responding centers 




Last annual report 


38 


38 


27 


25 


57 


Current patient load 


64 


62 


62 


73 


75 


43 


Total 


100 


100 


100 


100 


100 





Source: UNC-CH study, 1975 
*OPD = outpatient department 
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Chapter 4 
THE CLINICAL FACULTY 



Without clinical faculty, there could be no clinical education. According 
ta the University of North Carolina at Chapel Hill (UNC-CH) study, the 
most highly rated characteristics of a site for clinical education are an 
atmosphere receptive to students and a talented clinical staff. Without 
the clinical faculty, these could not be maximized and developed into 
programs of clinical education for students of physical therapy (Table D.32) 

The conclusions and recommendations of the Project on Clinical Education 
with respect to the clinical faculty are set forth in Chapter 2 (pages 2-15 
2-26) • Here in v .lapter 4 further detail from various sources is set forth 
for the reader. Content is organized with the roles, responsibilities, 
and relationships of the clinical faculty appearing first, followed by 
discussion about planning a faculty development program. The chapter ends 
with observations on rewards and incentives. 



CHARACTERISTICS AND FUNCTIONS 

The Project on Clinical Education has defined clinical faculty as the 
academic coordinator of clinical education (ACCE) , the center coordinator 
of clinical education (CCCE) , and the clinical instructor (CI). The CCCE 
and the CI are usually employees of or have primary responsibility to the 
agency where the clinical education is taking place; the ACCE has 
primary responsibility to the educational program. The ACCE is defined by 
Scully as the person primarily concerned with (a) the relationship of 
clinical education to the total curriculum, (b) the planning and coordinating 
of clinical education with the academic and clinical faculty, and (c) 
administering the clinical education program. [198] This person is 
responsible for disseminating information to all of the clinical centers 
used in the clinical education process and for facilitating the development 
of each of the persons involved in the process so that he/she may function 
at optimal level. 

The CCCE is the person in the clinical center who coordinates and arranges 
the clinical education experiences in the clinical center for the physical 
therapy students, communicates with the educational program(s), and has 
responsibility for the student at the clinical site. Responsibilities of 
the CCCE include coordination with the CI and the selection of other than 
patient care and physical therapy experiences in which the student might 
participate. The CCCE may have responsibilities in the clinical center in 
addition to clinical education, depending largely on the size of the agency. 

The CI is responsible for the direct supervision and instruction of the 
student at the clinical education site. He or she may or may not be a 
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physical therapist or physical therapist assistant; a physical therapist must 
be present in a clinical center when a student physical therapist assistant is 
assigned. The CI, as the person the student sees functioning as a practitioner 
rather than a lecturer, has the most direct effect upon the student. 

These three people, the ACCE, the CCCE, and the CI, function in close alliance. 
Their planning and communication are indispensable in the entire process of 
clinical education. The joint effort between the clinical education center 
and the educational program that is necessary for' good clinical education ex- 
periences cannot be emphasized too strongly. 

Academic Coordinator of Clinical Education (ACCE) 

The ACCE has responsibilities in the areas of: (a) organization, direction, 
supervision, and coordination of the clinical education part of the total 
curriculum; (b) development of the clinical centers and the clinical faculty; 
(c) development of the students through counseling and guidance; (d) parti- 
cipation as an academic faculty member in the basic curriculum (this includes 
both teaching responsibilities and administrative responsibilities) : and (e) 
patient care services. Each of these five topics is discussed separately 
below. (See Table A. 4 . ) 

Activities in the area of organization, direction, supervision, and coordina- 
tion of clinical education are many and varied. The ACCE serves as a liaison 
between the educational program and the clinical faculty for planning student 
experiences, disseminating information to both students and clinical center 
personnel, personally visiting clinical centers, netting dates for clinical 
education, assigning students to clinical centers, handling student failure- 
setting objectives for clinical education, and having input into the choice 
of clinical faculty. Other ACCE responsibilities include: establishing 
procedures, guidelines, and manuals for clinical education; evaluating clini- 
cal centers for the purposes of selection, development, and naaintenancfi; 
coordinating the clinical education program with other health disciplines; 
increasing the 'scope?, of the clitiical education program; and collaborating 
with other groups in thp. choice of clinical education sites. 

The ACCE has the respo-asibility for clinical center and clinical faculty 
development. Identifying and/or developing clinical centers to meet the 
needs of the curriculum, often done in conjunction with a curriculum or '^.lin- 
ical education committee, involves initial asserssment of th^^ curriculum needs, 
followed by identification and selection of existing centers to meet those 
needs or, if clinical centers do not exist, stimulating the development of 
needed clinical sites. Centprs currently being used for clinical education 
also need continued assistance to maintain and improve thair quality. The 
ACCE can serve to influence both the physical therapy staff and the admini- 
stration of the clinical center for this purpose. The support of the educa- 
tional program can also strengthen Che position of the physical therapy 
service in some new endeavor, such as expanding a p-^jgram cr requesting 
additional personnel. 

The development of centers implies the development of clinical faculty. 
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Both personal contact and formalized course work can be utilized for 
faculty development; Indeed some educational programs require course work 
of persons wishing to become CIs, but this is not common according to 
UNC-CH study results. For the purpose of clinical faculty development — which 
can indeed enrich the entire clinical education center — approximately half 
"of the ACCEs coordinate short courses or workshops on supervisory skills, 
educational skills, and clinical skills. 

Counseling students on a personal basis regarding aspects of the curriculum 
related to clinical education is an essential part of the ACCE's function. 
The ACCE is responsible for providing information about centers to the 
students, so that they have pertinent data in requesting sites for their 
clinical education experience. Unsatisfactory student performance often 
necessitates counseling students directly and guiding and assisting the 
clinical center personnel in the handling of the situation. The ACCE 
often becomes involved in counseling students regarding job placement or 
personal problems that arise during clinical education. 

The ACCE may have responsibilities in such other areas of the total curriculum 

as planning and teaching didactic courses, developing audiovisual and 

other teaching materials, research, planning and teaching in continuing 

education programs, and participating in inservice education programs. 

Other functions of the ACCE as an academic faculty member include administrative 

activities, serving on committees, and the like. 

The ACCE generally has minimal time commitment to direct patient care, and 
the majority of ACCEs have none. The greatest time cummitment reported by 
an ACCE in the UNC-CH study was 20 percent. No information was available 
regarding the time commitment of the ACCE to other types of patient services. 

As for the characteristics of the ACCE, some information is available from 
the 1975 UNC-CH study. The typical ACCE at that time was almost 39 years old. 
Those associated with physical therapist assistant programs and those 
associated with baccalaureate programs for physical therapist students were 
about the same age. More than three fourths of the ACCEs are women. 

The education of the ACCE was examined in the UNC-CH study, both formal 
education and continuing education. The majority of responding ACCEs 
held masters degrees; very few held doctorates or certificates In physical 
therapy not associated with a baccalaureate degree in physical therapy. ACCEs 
in programs offering the baccalaureate degree and those in assoc late degree 
(physical therapist assistant) programs had similar educational background • 
Close to half the respondents were pursuing formal advanced prof e:ssional 
education. Of those 15 people, 12 were working toward masters degrees and 
three toward doctorates. 

The only information available on the current educational requirements for 
the position ACCE comes from the "soft-data" materials submitted to 
the Project. That source simply states that the ACCE should have graduated 
from an approved physical therapy education program. There are a few state- 
ments that the ACCE should have a masters degree, but whether for initial 
preparation or advanced study in physical therapy is not noted. Logic 
dictates that the ACCE should have some background in educational theory. 
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The only Information regarding the formalized study of education that the 
Project had at hand related to the majors of the ACCEs pursuing advanced 
degrees* Of the 15 persons involved, 9 were majoring in educationally 
related areas (7 in education and administration, 1 in curriculum and instruc- 
tion, and 1 in science and education). 

As for continuing education, 98 percent of the ACCEs reported they had attended 
at least one short course in the last three years (see Table 4.1). The most 
popular length for these courses was 1 week or less. It is obvious from the 
table that the ACCEs were quite actively involved in continuing education 
programs. 

The UNC-CH study also surveyed the experience of ACCEs in the areas of patient 
care, teaching, supervision, and administration (Table 4.2). Virtually all 
the ACCEs had a substantial background in patient care (an average of over 
8.5 years of experience). Almost as many had teaching background, either 
academic instruction, clinical instruction, or both. The majority of the 
ACCEs associated with physical therapist assistant programs had experience 
in the academic and/or clinical instruction of physical therapist assistant 
students, but few of those involved in physical therapist programs had 
experience with physical therapist assistant students. More than half 
the responding ACCEs had almost 6 years of administrative experience, on the 
average, and almost three fourths reported 4.5 years of supervisory experience. 

There is some literature on personal qualifications and characteristics 
considered desirable in an ACCE and the importance of these characteristics. 
These are discussed later in this chapter under the heading, "Gleanings 
From the Literature," and in Chapter 2 (pages 2-15 - 2-19); see also Chapter 3. 



Center Coordinator of Clinical Education (CCCE ) 

The key person for coordination of the clinical education program within the 
clinical center is the CCCE. Since the functions of the CCCE in plaiining 
and implementing a clinical education program may not require a full-time 
commitment, this person may serve in other capacities within the clinical 
education program and for the physical therapy service. He/she may be 
the director cf the physical therapy service and/or a CI. In any event, 
time must be set aside specifically for the duties as CCCE. (See Table B.3 .) 

In this discussion of the CCCE only those functions that are unique to 
coordinating and implementing the clinical education program are discussed 
in depth. The other functions that the CCCE may serve, educational or 
administrative, are mentioned only briefly. 

The functions of the CCCE can be divided into the areas of patient care, 
service administration, and clinical education. 

The CCCE has a distinct responsibility for patient care, an average time 
commitment of 45 percent, as shown in Table 4.3- In rating their own 
competencies, the CCCEs responding in the UNC--CH study consistently ranked 
patient-care-related activities quite highly (Table 4.4). Job descriptions 
of the CCCE received by the Project from many clinical centers, also include a 
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strong commitment to patient care. Seirvice administration demands an average 
of 30 percent of the CCCE's time (see Table 4.3), and serving on committees 
demands another 11 percent (see Table 4.3). Another indication of the heavy 
administrative responsibility is that 71 percent of the directors of physical 
therapy services reported that they also functioned as the CCCE. 

As for CCCE clinical education program responsibilities, these can be charac- 
terized as administrative and educational. The administrative aspects of 
clinical education include scheduling students to CIs and other persons; 
liaison between the educational institution and the center; arranging the 
students' noneducational needs such as room, board, and medical care; and 
assessing the effectiveness of the clinical education program. The CCCE's 
educational responsibilities dLnvolve identifying, planning, and carrying 
out the learning experiences; evaluating students; counseling students and 
CIs; and providing inservice or continuing education for the CIs. 

The UNC-CH study revealed that the CCCE spends an average of 21 percent time 
in the administration of the clinical education program (though the median 
was just under 10 percent; see Table 4.3). Engendering the interest of 
the staff in clinical education, scheduling students within the center, 
having input into the educational institution's curriculums, and accepting 
or terminating student affiliations, are the most common activities of 
the CCCE in administering the clinical education program. Note that the 
Project on Clinical Education concluded that evaluation should be a high- 
priority CCCE function. 

The Project's "soft data" provided an overview of the responsibilities of 
the CCCE for the clinical education program. Items specified in job des- 
criptions of the CCCE included (in descending order of frequency) planning, 
conducting, coordinating, or directing student education programs; providing 
liaison with the educational institution; making arrangements (such as room 
and board) for students; keeping abreast of the curriculum; drafting 
and negotiating contractual agreements; and keeping abreast of the policies 
of the educational programs and the students' schedules. 

The more "educational" aspect of clinical education for which the CCCE is 
responsible includes planning and implementing learning experiences, 
evaluating the experiences, counseling the students, and related activities. 
Based on UNC-CH study results, the CCCE has an average 24 percent time 
commitment to clinical education and a 5 percent time commitment to class- 
room teaching (see Table 4.3). Two other activities related to education 
are handling student failure and development of objectives for clinical 
education. Almost all CCCEs responding in the UNC-CH study reported 
handling student failure by offering feedback to the student, informing the 
student of status at a midterm or final evaluation, or talking with the student 
after talking with the CI. About one third of the CCCEs either let the ACCE 
handle the situation or sent the final evaluation back to the educational 
institution. Almost none reported asking the ACCE to remove the student. 

Almost three fourths of the CCCEs reported that objectives for clinical educa- 
tion had been developed in their clinical center. By inference, this would 
seem to have been an activity of the CCCE, either alone or with a conraiittee. 
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Most objectives were developed on the basis of opinions and interests of the 
clinical center staff, with assistance from the ACCE. Some clinical centers 
(about a fourth) reported developing objectives in conjunction with the 
student. 

As noted before, the CCCE may also function as a CI. The duties and responsi- 
bilities of the CI are dealt with later in this chapter. Characteristics 
and background of the -typical CCCE, current at the cime of the UNC-CH 1975 
study, are discussed below. 

From the UNC-CH study we have two sources of data describing the CCCE: the 
survey of directors of physical therapy services and the survey of CCCEs. 
Less than one fourth of the CCCEs were men. Their ages ranged from 24 to 
63 years but the average was between 32 and 36. 

As for educational background of the CCCEs there are differences in the 
reports from the two respondent groups (see Table D.27). Although the per- 
centages are different, the conclusions remain the same: an overwhelming 
majority of the CCCEs held baccalaureate degrees as their highest degree. 
The next most frequent "highest degree" was a masters degree through advanced 
study. No CCCEs were physical therapist assistants. 

The educational requirements for the position of CCCE were available from 
the job descriptions of CCCEs and, minimally, from the UNC-CH data. 

Out of the 136 job descriptions that were reviewed by the Project, 92 
required the CCCE to be a graduate of an approved physical therapy education 
program; 10 or fewer specified requirements of a masters degree, postbac- 
calaureate education, or the intent to pursue such education in physical 
therapy or with a major in education. A few job descriptions of the CCCE 
did not require but recommended that the CCCE pursue (or intend to pursue) 
postbaccalaureate education or work for a masters degree. It should be 
noted that not all job descriptions included requirements or recommendations 
for the qualifications of the CCCE. 

From this, it is obvious that the requirements for the CCCE are diverse and 
inconsistent. Although seldom required, advanced academic work has been 
recommended for the CCCE. Response in the UNC~CH study indicated that 8 
percent of the clinical centers required the CCCE to have an advanced degree. 
The CCCE has not been required to have a strong background in educational 
theory; the t3rpical background, not surprisingly, is in physical therapy 
practice. The only requirement regarding formal background in educational 
theory mentioned in either the "soft data" or the UNC-CH study is a major 
in education required by two clinical centers. 

In the UNC-CH study the CCCEs were asked whether or not they were pursuing 
their professional education. More than two thirds indicated that they were. 
Of these, 24 percent reported that they were doing so through formal school- 
work; 80 percent reported continuing education. Of the 24 percent who were 
engaged in formal school work, 5 percent were working on a bachelors degree, 84 
percent were working on a masters degree, and 11 percent were working on a 
doctorate. Most of those pursuing formal education intended to continue on 
through a masters degree; just under a quarter intended to continue to 
a doctorate degree. Majors of those CCCEs involved in formal education 
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related to educational theory were: counseling, education, educational adminis- 
tration, and learning disabilities; these account for just over half of the 
degrees then Being pursued. 

The UNC-CH survey of the CCCEs regarding participation in continuing education, 
revealed that 86 percent of them had attended continuing education courses 
in the past three years (Table 4.1"). As with the ACCE, the most popular 
length for short courses was less than 5 days. 

The UNC-CH study examined both the experience of those persons currently 
filling the position of CCCE and the experience requirements for that position. 
All aspects of experience — patient care, teaching, supervision, and administration- 
will be discussed together. Table 4.2 summarizes the data from the UNC-CH 
study. By far, the strongest area of the CCCE^s preparation was patient care. 
Consultation, classroom teaching, supervision, administration, and clinical 
instruction followed in close succession, suggesting that the actual experience 
background of the t3rpical CCCE is well-rounded. As for the requirements for 
the position of CCCE, these ranged from no experience to over three years 
of experience, with an average of two years required (see Table 4.5). 
Some clinical centers (12 percent) required previous experience as a CI, but 
this was not common. 

The job descriptions referred to above gave both required and recommended 
lengths of experience for the CCCE. The requirements ranged from none to 
more than five years of experience (Table 4.6). The average requirement of 
two years appears to agree with the UNC-CH study figure. 

Clinical Instructor (CI ) 

The CI is the person who has direct daily contact with the student in the 
clinic. The literature reports that the CI is the single most important 
person in the clinical education of the student — he/she is responsible for 
the direct day-to-day teaching and supervision of the student. In addition 
to the clinical education responsibility, the CI may have responsibilities 
in the areas of direct patient care, service administration, or supervision 
of other staff. Information is available on these areas of responsibility 
from the UNC-CH study and the ''soft data.'' 

The responses of the CIs reported in the UNC-CH study may not be typical of 
all CIs. The questionnaire was sent to the CCCE, who was asked to hand it 
to a CI. When asked if the CI functioned as CCCE, 75 percent of the 
respondents said yes. This could indicate a large number of small centers 
with few staff members, or it could simply indicate that some CCCEs who 
also function as CIs kept the questionnaire and completed it instead of 
handing it to another CI. For this reason, the responses of the CI to 
the UNC-CH study cannot be considered typical and must be interpreted with 
caution. 

The CI according to the UNC-CH study generally has a tremendous time commit- 
ment (an average of over 60 percent) to patient care; the patient load, 
though, is slightly less than the staff physical therapist who is not working 
with students. (See Tables 4.3 and 4.7.) 
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Other functions of the CI are highly varied and include: patient education, 
consultation, patient evaluation conferences, ward rounds or case presentations, 
maintaining patient-related records, staff education, participation in 
administrative meetings of the physical therapy service, maintaining finance- 
related records, and long-range service planning. Low staff involvement, 
however, was found in surgical observation, patient research, literature 
research, consultation with administration, l5udget development, dealing with 
personnel matters, administrative meetings for the whole clinical center, 
and internal audit. The percentage of CI time commitment to various 
activities is indicated in Table 4.3. Patient care was in first place, as 
mentioned earlier. The other activities (in order of frequency) are 
clinical teaching, administering other aspects of the clinical center's program, 
coordinating the center^ s clinical education program, participating on 
coiranit tees, and classroom teaching. (Remember that 75 percent of these CIs 
alro functioned as the CCCE.) 

The CIs were asked the number of students assigned to them. The average 
assignment of beginning and advanced students was approximately the same. 
Slightly more than half reported one student at r3 time; only 10 percent 
reported three or more at a time. The maximum number of students assigned 
was also basically the same for beginning and advanced students, but 45 percent 
of the CIs were assigned a maximum of two beginning students and 51 percent were 
assigned only one advanced student (Table 4.8). 

When asked how they planned student activities, most CIs reported deciding 
on student activity by talking with the student about his/her objectives 
(91 percent); reviewing the student's past experiences and attempting to fill 
in the gaps was reported by 81 percent. About half these CIs watched the 
student perform and then assigned tasks to the student or fit the student 
in with what he/she was doing at the time. Over half responded that they 
usually or always used the plan developed by the CCCE, but almost one fourth 
never did. The plan developed by the ACCE was reported as never used by 
46 percent of these CIs; only 22 percent usually or always used that plan. 
These figures seem to indicate that the CI does spend a notable amount of 
efforr in developing an educational plan for the student. 

The teaching methods most commonly cited as used to implement the plan were: 
practice, supervised activity in patient care, direct questioning, wot'^lng 
side-by-side with the student, and demonstrating ( Table 4.9). A surprising 
amount of activity in the area of educational material developmeiit was Indicated 
by the CIs, particularly producing transparencies, simulated cases, and self- 
instructional materials; also mentioned were developing slides, tape recordings, 
and video tapes. 

Research, another possible role for the CI was not generally pursued by these 
respondents. Only 1 percent were involved in research as a primary investi- 
gator, and only 6 percent were involved as one of a group of researchers. 
Evaluation and handling student failure can also be a function of the CI 
in clinical education. Almost all respondents indicated that in handling 
student failure, they always or usually gave the student day-to-day feedback 
or had a final evaluation conference with the student. Over three fourths 
indicated that they conferred with the CCCE but did not request removal of 
the student by th3 ACCE, Just under half reported that they sent a final 
report to the educational program and let the ACCE or CCCE handle the problem. 
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From the UNC-CH data the responsibilities and the roles of the CI appear 
quite varied, including the areas of patient care, service administration, 
clinical education administration, development of educational "software, 
and several other areas. 

The Project received from the clinical centers 272 job descriptions of "the 
person directly involved with supervising the student"; examination of these 
supported the UNC-CH study results. Only those responsibilities that were 
related to clinical education in some manner were extracted from the job 
description. All qualifications were extracted. 

No mention of any responsibilities relating to clinical education was made 
in 46 of the 272 job descriptions of the CI which were reviewed. Whether 
this could be attributed to a need to hide the educational activities of the 
department, an oversight, or a lack of recognition of the function of the CI, 
the Project was unable to determine. The responsibilities mentioned in the 
remaining 226 job descriptions included: supervision, instruction, evaluation, 
orientation, counseling, diagnosing needs, and providing conununication (Table 
4.10). Only those responsibilities relating to clinical education were 
analyzed, although the job descriptions contained much more information. 
Responsibilities in the area of patient care and service administration were 
in the job descriptions. 

Results of the UNC-CH study show the CIs ranging in age from 23 to 55 with 
an average age of 32 years. They graduated from an entry-level physical 
therapy program between 1944 and 1974 (average 1966) and had eight years 
of full-time experience. Three quarters of the CIs were woman. Only one 
respondent was not employed full-time. 

Baccalaureate degrees were held by 64 percent of the CIs as their highest 
degree; 18 percent of the respondents received their initial preparation 
at the master's level, 6 percent had advanced preparation at the master's 
level, and 12 percent received their initial preparation through a certificate 
program. No holders of the doctorate and no physical therapy assistants were 
represented in this group. 

TwQ kinds of material in the "soft data" relate to the basic physical therapy 
education of the CI. One is the set of CI job descriptions. No qualifications 
were listed on 67 of the 272 job descriptions that were reviewed. Of the 
remaining 205 job descriptions, 19- listed graduation from an approved educa- 
tional program as a qualification f-r ;he CI, and 177 indicated that the CI 
should be licensed to practice. Tht other "soft-data" item lists criteria 
for selection of clinical centers, which were submitted by 51 educational 
administrators; 32 of these indicated that staff physical therapists were 
to be qualified to practice and chey were to exhibit ethical conduct. 

Of the CI job descriptions reviewed, only five indicated that a postbaccalaureate 
education or intent to pursue such was necessary for employment; five others 
stated that further education was recommended; two indicated that a masters 
degree was necessary. In the lists of criteria only three indicated that 
the center's staff must be oriented to clinical education; two indicated 
that the clinical staff should be knowledgable about the teaching-learning 
process. 

163 
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The Project was particularly interested in the educational theory background 
of the CI; 12 percent of the CIs, according to the UNC-CH study, indicated 
that they were formally pursuing their education, and all of them were working 
toward a masters degree. Following is a list of the majors that presumably 
would include educational theory: counseling, education, administration, 
special education, human relations, and management. Of the 17 CIs reporting 
majors, 9 can be related to educational theory. 

Formally or informally, two thirds of the CIs responding in the UNC-CH study 
were pursuing their education, and they had many opportunities available in 
continuing education programs. A fourth of the CIs indicated that educational 
institutions required attendance at a short course before they (the CIs) 
were allowed to work with students. Of that fourth, 85 percent had attended 
the short course. Almost two thirds of the CIs reported that the educational 
institutions offered other types of development courses or workshops that were 
not required; 8A percent of the CIs indicated that they had attended a 
continuing education course in the past three years (Table 4.1). As with 
the ACCE and CCCE the most popular length for a short course was less than 
one week. 

Of the 51 lists of criteria for selection of a clinical education site, 11 
stated that the staff of the clinical center should be free to attend 
clinical education conferences at the educational institution, and 18 stated 
that the professional staff should exhibit interest in the APTA and its 
activities. 

Table 4.2 summarizes the length and type of working experience that the 
CIs had had as of 1975. As would be expected, the greatest amount of 
experience was in patient treatment. Consultation, supervision, administration, 
and teaching other agency personnel followed. Clinical instructors reported 
least experience in clinical and academic instruction and research. 

More than three fourths of the CCCEs surveyed indicated that clinical experience 
was an important factor to consider in selection of a CI. The information 
available from the CI job descriptions also indicates that clinical experience 
is important; 132 of the 205 job descriptions stated that some length of 
experience is required for employment. The range of required experience is 
from one to five years; several job descriptions did not specify the amount 
of experience required (Table 4.11). Recommendations regarding the length 
of experience were included in addition to the requirements; 30 job descrip- 
tions gave recommended lengths of experience. Most frequently an unspecified 
number of years was reported, this was followed by one year, two years, more 
than two years, four years, one year or more, two years or more, three years, 
more than three. years, and more than four years. Of the 51 lists of criteria 
for site selection that were examined by the Project, 22 included a specified 
amount of clinical experience for persons serving as CIs; the range was from 
one to three years. (See Table 4.12.) 



RELATIONSHIPS 

The individuals involved in clinical education do not function in isolation, 
as discussed in the closing section of Chapter 3. The goals of the ACCE, 
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CCCE» and CI in clinical education are the same — to prepare a student to 
become a practitioner — and to meet this goal they must communicate with one 
another in productive relationships. Not only do the clinical faculty members 
relate to ea^ch other, but they also relate to the student, other persons, 
groups, and agencies. All of these relationships are discussed below, on the 
basis of information from the UNC-CH study, the ''soft data," and other materials. 



Faculty 
ACCE-CCCE 

The relationship between the ACCE and the CCCE must be a close one; indeed, 
the ACCE has more contact vlth the CCCE than anyone else in the clinical 
center. Together they plan the specific objectives, experiences, and 
evaluation procedures for the clinical education program at the center. The 
communication between them must be two-way. The ACCE informs the CCCE of 
the school's objectives fjr clinical education, the student's educational 
status during the clinical education experience, the length of the affiliation, 
and the coursework the student will be engaged in during the experience, as 
well as the coursework the student has completed. The ACCE and CCCE work 
closely in the evaluation program which includes evaluation of the CCCE 
and ACCE, The ACCE occasionally has input into the selection of the CCCE, 

The CCCE> as the other half of the two-way communication process, informs 

the ACCE of the number of students that can be handled in the clinical center, 

special needs that the clinical center will impose upon the student, and 

the internal design of the program for the student. He/she also has input into 

the curriculum of the educational institution. 

Finally, for both CCCE and ACCE, there is the joint work in developing and 
presenting continuing education programs or workshops. The relationship 
is generally an effective one, carried out through visits of the ACCE to 
the center, phone conversation* and correspondence. 



ACCE-CI 

The relationship between the ACCE and the CI, theoretically, is not a direct 
one, for the CCCE provides a link l»etween the two in the formal organiza- 
tional structure. The UNC-CH study showed almost all CI respondents (96 
percent) reporting that they have direct personal contact with the ACCE. 
(Since 75 percent of the CIs responding indicated that they also functioned 
as the CCCE, this response may not be typical of all CIs,) The purposes of 
the ACCE~CI relationship are: faculty development, setting objectives for 
clinical education, designing learning experiences, and evaluation, rach 
of these items is discussed below. 

CI participation in the continuin^^ education programs sponsored by the 
academic institution is the haf^is of the formal faculty development 
contacts between the ACCE ard the CI. 
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As for clinical education objectives and teaching, there are some discrepancies 
in the information on the relationship • CIs should regularly receive students' 
objectives for clinical education from the ACCE, but only one fourth of the 
CI respondents in the UNC-CH study reported that they did, and about the 
same low number reported utilizing the ACCE's plan for determining student 
activity in clinical education. The "soft data" made it clear that a major 
responsibility of the ACCE is the dissemination of objectives and the 
coordination of the clinical education program. These seemingly disparate 
comments can be reconciled. The CIs were not asked how often they received 
the objectives of the educational institutions, which can be assumed to be 
much more frequently than the receipt of students' objectivi^s. This assumption 
is based on the inclusion in the soft data from the clinical centers of many 
lists of objectives that originated from the educational institution. 

The lack of use of the ACCE's plan for the student activity probably indicates 
that the ACCE provided the CI with the basic knowledge of how to develop 
learning experiences for the student, as evidenced by the high degree of 
participation of the CI and CCCE in continuing education programs offered 
by the educational institution, and then allowed the CI to develop the plan, 
based on all the variables of the clinical situation: 

The evaluation aspect of the relationship of the CI and the ACCE is threefold. 
First, the ACCE assists the CI in evaluation of the student. This occurs 
through short courses on evaluative techniques and actual assistance in 
handling problems such as student failure. Just over 40 percent of the CI 
respondents in the UNC-CH study reported regularly contacting the ACCE 
when problems of student failure arise. 

Secondly, the ACCE evaluates the CI as part of the assessment of the clinical 
education site; in many cases, the ACCE even has input into the selection 
of the CI. Finally, the CI should have input into the evaluation of the 
ACCE. Little evidence exists of this occurring in a formal way at this time. 
All in all, the ACCE and CI appear to have a direct relationship which en- 
compasses many areas. The relationship is more direct than was originally 
suspected. 

CCCE-CI 

The relationship of the CCCE and the CI should be ^ close one. The CCCE 
should be readily available to the CI to assist in the design of the educa- 
tional program at the clinical center. Information available to the Project 
regarding this relationship fell in the areas of: handling student failure, 
determining student assignments, se v - ion of CIs and CCCEs, and engendering 
interest in clinical education. 

The UNC-CH gtudy asked both the CCCE and the CI how they handled student 
failure. Almost all responding CCCEs (93 percent) indicated that they took 
information from the CI and that they talked with the student. Most 
responding CIs (84 percent) reported regularly conferring with the CCCE 
in dealing with student failure; fewer than half (42 percent) indicated 
that they gave the information to the CCCE and let him/her deal with the 
situation. 
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The patient load, skill, desires, and time commitment of the CI were judged 
by the responding CCCEs to be the most important factors in determining 
student assignments to a CI. More than three fourths of the CCCEs reported 
that student interest should be matched to CI expertise, and that the ACCE's 
request for student placement should be honored. More than half the CCCEs 
reported that matching personalities of students and CIs was desirable. 

For the CCCE to make meaningful judgments regarding the various qualities 
and circumstances of the CIs, there must be close and effective working 
relationships with them. 

One function of the CCCE is the selection of CIs. The most important factors 
to almost all responding CCCEs in the selection of a CI were the CCCE's 
knowledge of the CI, input of the director of the physical therapy service, 
and interest of the CI. Some degree of clinical experience was also considered 
necessary by over three fourths of the CCCEs in the UNC-CH study. To assess 
these functions, the CCCE must have a functional working relationship with 
the CI. Generally, recommendations and input from the ACCE and educational 
administrator, were not considered important in selecting CIs. 

The selection of the CCCE also has input from several sources. Sometimes 
the physical therapy staff has input into the selection; AO percent of the 
CCCEs reported this in the 1975 study. Considering the necessity and value 
of good relations between these people, this response may be considered 
lower than it should be. Virtually all CCCEs reported no problems in their 
attempts to engender Interest in clinical education in the physical therapy 
staff. 

The "soft data," with an emphasis on the coordinating role of the CCCE, imply 
a close working relationship with the CI. The function of the CCCE as 
liaison with the academic Institution means there should be dialogue between 
both the school and the center staff. 



Peers 

Still another aspect of the relationships of the clinical faculty members 
is the peer relationship , the primary function of which is information- 
sharing. This can occur through clinical faculty meetings sponsored by one 
or a group of academic institutions. The CIs gather, not only to hear the 
information presented, but also to discuss problems of student supervision 
with other CIs. The CCCEs may discuss alternative scheduling patterns 
or Che best utilization of CIs. ACCEs may discuss site utilization, site 
development, and master planning. 



Student-Faculty 

The clinical edu-^.tion activities of the clinical faculty are of course 
directed toward the student. The relationships discussed above demonstrate 
the faculty working together to facilitate student learning. The next step 
is to review the relationship of the student to the faculty. The process of 
clinical education is the subject of Chapter 5, so it is not described here. 
The discussion is limited to a description of the frequency and couCent of 
intaraction between the student and the ACCE, the CCCE, and the CI, 
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Student-ACCE 



The purposes of contact between the ACCE and student fall into the categories 
of clinical assignment, infoinmation transfer, and counseling. Assigning 
students to facilities for their clinical education experience is one 
function of the ACCE. From the UNC-CH study we can see that the student 
does have an input into the assignment; 85 percent of the responding ACCEs 
reported that the student could request a site, and 44 percent indicated 
that the student could actually choose a site; 32 percent gave the student 
no voice. This is mirrored also by responses of the new graduates; 84 
percent of which reported having input into the choice of clinical education 
site as an advanced student at least sometimes. Relatively few ACCEs, however, 
reported allowing students to redesign, by-pass, or reduce the requirements 
for clinical education. It seems clear that the student and the ACCE have 
channels for communicating about clinical education assignments. 

Closely tied to the selection of clinical education sites by the student is 
information dissemination by the ACCE. Students must have informatiou as a 
basis for making requests fcr clinical education sites. Both beginning and 
advaaced students need to know about special learning opportunities at clinical 
centers. Results of the UNC-CH study indicate active communication between 
the student and the ACCE regarding these topics (Tables 4.13, 4,14, 4,15). 

Another aspect of information dissemination between the ACCE and student is 
the traditional teaching role that the ACCE often fulfills. During the 
student's clinical education assignments the ACCE iiiay conduct a seminar 
related to the student's clinical activities. This could have the purpose 
of providing new information, reviewing previous information, or interpreting 
activities in the clinical center. 

The final relationship to be discussed is that of counselor. The ACCE may 
counsel the student in many areas, the most obvious is clinical education. 
The ACCE may function to help the student determine assignment locales, 
understand personality interactions with staff in specific clinical centers, 
and what centers can best meet individual needs. The ACCE may help the 
student handle problems regarding personnel, patients, and emotions that 
arise during clinical education. For this function, proximity of the 
clinical education site and the educational program can be quite important. 
The ACCE also has the responsibility of summarizing the various evaluations 
of the student and talking with the student regarding overall performance 
in clinical education. The ACCE may also counsel the student about job 
placement, 

Student-CCCE 

Only those activities unique to the CCCE and the student are discussed here. 
The CCCE's interactions as a CI with the student are presented under the 
next subheading . 

The CCCE-student relationship is basically, at least in formal terms, an 
indirect one. The CCCE plans and schedules student activities but does not 
necessarily have direct student contact. The exception to this may be in 
orientation, orienting the student to the center either on arrival or by 
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correspondence before arrival* The Project's "soft-data" materials indicate 
that this is a role of the CCCE but we have no data on how frequently or 
effectively this is done. New graduates responding In the UNC-CH study 
report that orientation is important, particularly being allowed to ask 
questions, observe and work with staff, having objectives of the center 
.explained, being introduced to the staff, being informed of rules and 
regulations (including uniform requirements), having a tour of the department, 
knowing how to utilize patient records, and having time to review a case 
prior to involvement in that case; 90 percent or more of the new graduates 
reported that these items were important for both beginning and advanced stu- 
dents (Table 4.16 and Table 4.17 O 

'ihe planning function of the CCCE is crucial to the clinical education process 
and involves interaction with the student in determining objectives for 
the experience. The responding new graduates indicated that their objectives 
were utilized in the planning of their clinical education experiences. 
Whether this was the result of direct CCCE-student interaction or occurred 
via the CI is not known. 

Another source of CCCE-student contact can be direct through classroom 
teaching, but the CCCE is wearing the CI hat in such instances. 



Student-CI 

The most direct student-faculty relationship in clinical education involves 
the clinical instructor. The daily contact between the two is critical 
to the educational process. Not only does knowledge pass between them but 
also attitudes and opinions, for the CI serves as a role model for the 
student. (118,119) 

Information Is available from the UNC-CH study regarding the status of 
several aspects of the student-CI relationship. As for the attitudes 
involved in the relationship, these appear to be positive. The new-graduate 
respondents overwhelmingly (95 percent or more) agreed that their CIs wanted 
them to be good practitioners and that they were interested in students and 
their welfare. They soundly (97 percent or more) disagreed with the statements 
that the CI "couldn't have cared less" and that the CI used the student as a 
"sounding board for complaints." (See Table 4.18.) 

The CIs also voiced many positive sentiments. The CI respondents almost 
unanimously agreed that the advantages of having students around outweighed 
thn disadvantages. All CIs agreed that it was satisfying to have something 
to offer the students. Almost as many agreed that they were intellectually 
stimulated by the students and enjoyed them (Table 4.19). 

The second area of the Cl-student relationship to be discussed is the more 
traditional teacher-learner role. The first step in planning a program for 
the student is to determine the objectives of the experience. The new 
graduates indicated that their objectives as advanced students generally were 
obtained verbally or in writing upon arrival at the center. Only 2 percent 
of the new graduates indicated that their objectives were usually ignored 
once they were known; 58 percent stated that they were never ignored. 
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Between 60 percent and 70 percent of the beginning and advanced student:* 
usually heard about special learning opportunities at the center from the CI, 
The data suggest good communications between the student and the CI. 

Another indication of the types of interaction between the student and the CI 
can be obtained from the UNC-Ch study response about CI teaching metVrods;, 
Practice, supervised patient-care activities, direct questioning, and working 
side-by-side with the student are the teaching methods reported most frequently 
by the CI, All of these indicate close work betveen the CI and the student, 
though no conclusions regarding the quality of theiv relationtihxD can be ' ..ide 
(Table 4. 9K 

Another indication of the recognized importance of this student-CI relationship 
is that 93 percent of the responding ACCEs considered the function of the CI 
as a role model to be important or very important. The importance aLtrlbutcd 
to teaching methods by the CI and the importance of a ''good working relationship" 
in these activities emphasizes the necessity for the student and CI to have a 
positive, helpful, and caring relationship. 



Other Relationship s 

Clinical faculty members have other relationships — e.g., with the academic 
faculty. The ACCE serves as a liaison with the academic faculty to keep 
them informed of what is happening in the clinical education portion of the 
curriculum. The liaison is in two directions — the ACCE must give information 
to the academic faculty on what is happening in clinical education with 
respect to the curriculum, and the ACCE must gain information from the academic 
faculty regarding the current academic status of the students. As mentioned 
earlier, the ACCE also relates to the faculty as a peer — an academic faculty 
member having responsibilities for classroom teaching, administration of other 
aspects of the academic program, counseling students, and coiranittee appointments 
(Table 4.3). The ACCE needs status equal to other academic faculty in order 
to have the authority and prestige needed to perform responsibilities as a 
liaison. 

The CCCE has little direct, formal contact with the academic faculty, generally 
dealing through the ACCE. There is occasionally some input by the academic 
faculty into the selection of a CCCE, but this is not common; fewer than 20 
percent of the responding CCCEs reported this in the UNC-CH study. 

The CI also has little direct, formal contact with academic faculty. Since 
the CI theoretically communicates with the educational program through the 
CCCE who relates to the ACCE, the CI can be doubly isolated from the academic 
faculty. 

The CI, like the CCCE, is an employee of the clinical center, one whose res- 
ponsibilities include the functions of patient care, administration, research, 
and the like, as well as the clinical education of physical therapy students. 
Scully discusses these multiple relationships in depth; see also Chapter 5 
of the present report. {198] The CI' s commitment to self, profession, and 
patients, as well as to the center, forces careful determination of what the 
students can and cannot do. Institutional "house rules'' may require the 
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students to be Introduced to various people, to comply with regulations the 
CI must enforce, or to carry out treatments in a standardized way. 

The CCCE and CI are performing a function for the educational institution and 
are often compensated for that service in nonmonetary ways. These are des- 
cribed in more detail later under the subheading, "Rewards and Incentives," 

Many educational institutions (almost two thirds) offer staff development 
activities for the clinical faculty. Other links with the educational program 
are through faculty appointments and input into the curriculum. Some clinical 
faculty (approximately half of the CCCEs and one fourth of the CIs in the 
UNC-CH study) did indicate that they had input into the curriculum, either 
directly or through another individual. The clinical faculty also attend 
clinical education conferences at tne educational institution which can bring 
closer faculty interactions. 

Almost no information is available regarding the status of the relationship of 
the clinical faculty with other health professions. The UNC-CH study produced 
some evidence of activity between physical therapy professionals and others 
in planning student activity, but the relationship was not detailed. The 
"soft data" showed that many CCCEs and CIs have the responsibility of teaching 
center personnel who are not in physical therapy. This information was so 
general and so vague that no statemsnts can be made about the relationship 
of the clinical faculty with other health professionals, except that some 
relationship does exist. 



GLEANINGS FROM THE LITERATURE 

The preceding sections describing the clinical faculty have dealt with the 
status that was current in 1975, when the Project began its work. This 
portion of Chapter 4 deals more with issues, ideals, problems, and solution 
approaches. It is based largely on the literature, with some reprise of 
opinion data from the UNC-CH study. 



Characteristics and Functions 

Is it important for the CI to have patient treatment experience? Must the 
ACCE have an advanced degree? Should clinical faculty have good public 
relations skills? These are some of the questions considered here; all are 
relevant in building a clinical faculty development program. 



ACCE 

Information is available in the literature regarding what characteristics and 
functions are considered important for the ACCE, The ACCE must possess skills 
in interpersonal relations, counseling, supervision, administration, planning, 
and listening. The ACCE must be able to encourage problem-solving in the 
student, utilize new developments, function as an educational change agent, 
and help people work together. Functions include administering and evaluating 
the clinical education program, developing clinical centers and clinical 
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faculty, negotiating interinstitutional agreements, orienting students to 
clinical education, and being a catalyst in the entire clinical education 
program. To do all this, the ACCE must be interested and enthusiastic, have 
an understanding of the programs and problems involved, and have the institu- 
tional status necessary to carry out the functions. The ACCE should have a 
degree beyond that which the students will earn, and should have experience 
as a practitioner, CI, and administrator. [027, 015, 199, 050, 104, 10S, 
154, 101, 194] 

As discussed at the beginning of this chapter, the UNC-CH study gave a cross 
section of views regarding the characteristics and functions of an effective 
ACCE (Table 4.20). Almost all respondents indicated that an effective ACCE 
should possess communication skills, a knowledge of clinical education, 
respect for the clinicians, and respect for students. Interpersonal skills, 
knowledge of clinical facilities, keeping the center informed, getting materials 
to the center on time, being approachable at all times, and possessing respect 
for the academic faculty were also highly rated by over three quarters of the 
respondents. These items can be classified into the areas of communication 
and interpersonal skills, knowledge of the clinical education process, and 
respect for individuals. ACCE functions in the development of clinical centers 
and clinical faculty and counseling the students obviously utilize these skills. 

CCPE 

A review of the literature indicates that there should be a CCCE and that the 
individual in this position has many roles. The CCCE has responsibilities 
for the clinical education program and, possibly, the clinical center physical 
therapy service. The clinical education responsibilities include planning 
and coordinating the program, individualizing Instruction, counseling, and 
scheduling students. The CCCE must also function as a resource person and as 
a role model. Orienting students to the center, being familiar with the 
academic programs, and encouraging problem-solving in the students, round 
out the CCCE's clinical education responsibilities. 

The clinical center responsibilities of the CCCE, directly related to clinical 
education, are: functioning as a liaison between the center and the school, 
representing the center in negotiating items such as interinstitutional 
agreements, orienting the staff to clinical education, and developing staff 
interest in clinical education. Rotation of the varied roles of the CCCE 
has been suggested to allow the CCCE to devote complete attention to each role 
for a specific length of time. Two closely allied functions of the CCCE are 
developing a good clinical education program and developing a continuing 
education program for the staff. Research and service are two roles that 
also are within the realm of, but are not restricted to, the CCCE. To 
accomplish these functions and activities, the CCCE needs the support of the 
clinical center administration. {079, 176, 065, 142, 101, 1S5, 008,077] 

According to the literature, the CCCE should have five years of clinical 
experience, three years of administrative experience, a baccalaureate degree, 
and be a graduate of an approved educational program of physical therapy. In 
addition to these fairly concrete qualifications, the CCCE should also have 
a positive attitude toward teaching. (757) 
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mentioned earlier, the UNC-CH study yielded data regarding the characteris- 
cits important for an effective CCCE (Table 4,21) , Over 90 percent of the re- 
spondents in each group (ACCE, CCCE, AND CI) reported that being interested in 
work and relating well with students, were absolutely essential characteristics 
for an effective CCCE, Also rated as absolutely essential by over 80 percent 
of the respondents, were good connnunication skills, patient treatment expertise, 
respect for clinicians, and ability to relate well with the staff. Being well 
organized, a good clinician, and enthusiastic were rated as absolutely essential 
by over 70 percent of the respondents. 



CI 

A great deal of literature is concerned with the CI, whose functions have been 
identified -fn the areas of education, research, and patient care, (2J3 2)2 
030, 156, L , 074, 016, 050, 044, 194] 

The educational functions of the CI are widespread and can be summarized under 
the three categories of planning, guidance^ and evaluation. Planning includes 
setting objectives-, preparing the environment, organizing, scheduling, minimiz- 
ing stress, and identifying attitudes to be "taught" in the clinical education 
program. All of the activities involving instructing, stimulating, demonstrat- 
ing, and being available to the student are included in the category of guidance- 
Also under guidance, the CI is responsible for developing problem-solving abili- 
ties on the part of the student and for balancing the student's need to work 
independently within the limits of patient safety. The CI also functions as 
a role model and an educational facilitator and enabler. Evaluation, used here ' 
In its broadest sense, is the third part of the educational function of the CI, 
The CI is responsible for self -evaluation and for evaluating the student, the 
clinical education experiences, and the clinical education program, 11 88 7/9 
1S7, 090, 154, 135, 059] ' ' 

Responsibilities in the areas of patient care and research also belong to the 
CI, as mentioned earlier. Patient care has historically been the basic re- 
sponsibility of the CI, but in keeping with the many roles that physical therapy 
now covers, the CI may primarily be an administrator, consultant, educator, or 
researcher. The role of research needs to be developed in all phases of physical 
therapy, [213, 051, 044] ^ 

The- literature states that the CI must be a graduate of an approved educational 
program in physical therapy and possess a degree beyon^^ * ^^hich the student 
will obtain. [194, 077] Experience in special areas. ;t?tlcal background, 

and educational and administrative knowledge are also fr'aquently recommended as 
qualifications for a CI. Project task force deliberations concluded that ex- 
perience is helpful, but that fresh new ideas are also beneficial. 

To accomplish the long list of functions, the CI must have some special 
qualifications. Good interpersonal relations, interest in and enjoyment of 
students and teaching, and good clinical and educational skills were highly 
rated by the respondents to the UNC-CH study (Table 4,22 ) and are reported 
frequently in the literature. In addition to this, the CI must be sensitive 
to Suudents, possess inner security, and be open to suggestions and ques- 
tions. Seven of the ten iteins which new graduate respondents considered 
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to be negative factors for clinical education relate directly or indirectly 
to the CI (Table A. 23). A description of a poor CI presents many negatives 
of items previously described as desirable (Table A.2A). 

It i3 interesting to note that the areas of expertise rated as fairly strong 
or stronger by 50 percent or more of the responding CIs are themselves 
clinical skills, interpersonal relations, patient evaluation skills, teaching 
skills, supervisory skills, and knowledge of physical therapy and physical 
therapy theory. 



Clinical Faculty Development 

Continuing education activities of the clinical faculty are referred to several 
times in this report as being desirable, but little information is available 
regarding the content and format; of these programs. The educational institutions 
usually present a clinical supervisors meeting annually; the meetings are of 
various lengths and cover a variety of subjects (see Appendix Table A. 5 ). 
However, an organized plan for development of all clinical faculty (ACCE, 
CCCE, and CI) does not appear to exist, except perhaps on a modest scale. 

The UNC-CH study surveyed CCCEs regarding short courses and workshops offered 
to them when they became CCCEs. Continuing educr.lion programs in supervision, 
educational methodology and theory, and clinical skills were offered to about 
one third of the responding CCCEs; courses in communication, administration, 
and counseling were offered less often (Table A. 25). Over two thirds of the 
CCCEs indicated that the time for continuing education was adequately available; 
only 2 percent indicated that it was not readily available. Funds for continuing 
education, however, were not reported to be as available (Table A. 26). Only one 
third of the CCCEs had funds adequately available for continuing education. 
As for the CIs, one fourth of the responding CIs in the UNC-CH study reported 
that continuing education courses were required for them to become CIs; 60 
percent indicated that courses wexe offered but not required. 

Thus, there is activity in clinical faculty development, but no organized 
plan for faculty development. Activities in this area in physical therapy 
have been highly varied and haphazard, with a variety of topics being offered 
in a variety of formats by a variety of organizations over vastly different 
time periods. 

The literature in the area of adult, continuing, and professional education is 
voluminous; it is referred to here only when directly applicable to clinical 
education and faculty development, an important focus of concern by the 
Project on Clinical Education. Programs should be based on sound educational 
principles, i>asic principles which are the same no matter what type of educational 
program is being developed. Chapter 5 of this report deals with the process 
of clinical education and contains a detailed section on the subject of program 
development. A summary of steps is included here with comments on any factors 
which are special to clinical faculty development. 

The purpose of clinical faculty development in physical therapy is to train 
or improve the existing clinical faculty members and to identify prospective 
clinical faculty members. The underlying assumption is that the instruction 




of the student, and thereby the care of the patient, will improve because of 
the improved clinical faculty skills. 

A primary function of all clinical faculty is to serve as change agents in 
physical therapy. In addition to pursuing their own education, each 
clinical faculty member has a responsibility to encourage and urge other 
clinical faculty members and practitioners to continually update their own 
skills. This was one of the basic Project recommendations set forth in 
Chapter 2. 



Steps in Program Development 

The most comprehensive presentation of the steps involved in designing an edu- 
cation program is found in Fostering the Growing Need to Learn , which includes 
the following seven steps: (225) 

1. Formulate and enunciate the philosophy. 

2. Clarify the goals. 

3. State the objectives. 

4. Assess obstacles and restraints and what can be done about them. 

5. Determine the scope and thrust of the program activities. 

6. Control through management. 

7. Evaluate and revise. 

These items are consistently found in the literature. When they are combined 
with th. six principles of adult learning from Miller (/55) a fairly 
complete roadmap exists for a faculty development program. An adaptation of 
Miller's list includes: 

1. Adults must be motivated to change their behavior when desirable. 

2. They must be aware of any inadequacies of their current behavior. 

3. They must have a clear picture of the desirable behavior to adopt. 

4. They must have an, opportunity to practice that desirable behavior. 

5. Reinforcement of correct behavior must occur. 

6. They must have access to appropriate materials to teach them the 
correct behavior. 

An important early step in any program development is the determination of 
objectives. Objectives for clinical faculty development in physical therapy 
can be in the areas of counseling, interpersonal relations, administration, 
group process, physical therapy theory and practice, educational theory, 
handling student failure, supervisory skills, health planning, aspects of 
psychology and sociology, and tht unique aspects of clinical education (the 
teaching of attitudes , role modeling, etc.). The learners must be actively 
involved in planning the continuing education program; one of the necessary 
areas of such involvement is setting objectives for the program. Another 
way of determining objectives for a continuing education program is by 
determining the needs of the learners through patient audit, interview, 
observation, survey, self-assessment, and requests from the learners. (Note 
that the self-assessment guide contained in Appendix B of this report could 
be of particular value in determining areas of needed continuing education.) 
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The array of formats and teaching techniques is formidable. The techniques 
most stressed in the literature involve active participation by the learner. 
Adult learners, like younger learners, learn in a variety of ways. The 
techniques should match the objectives of the program and the learning style 
of the participants. The organization of the program should follow a logical 
sequence (see Chapter 5). The literature includes the following instructional 
methodologies applicable in faculty development programs: small groups, 
development of a tool, games, observation followed by discussion, teaching, 
role-playing, self-instructional units, handouts, self-evaluation, simulations, 
computer-assisted instruction, readings, lectures, demonstrations, practice, 
workshops, case studies, and presence of students. In reviewing these 
methodologies it should be kept in mind that adult educators do not teach, 
they evoke learning responses j and learning is enhanced by problem-solving, 
informality, freedom to make mistakes, variety, and challenge. [210, 113] 

Many formats for faculty development activities have been described, ranging 
from an hour a week to formal, full-time study. Literature and logic mandate 
that information gained should be incorporated into the learners' daily 
practice and the learning should involve active participation. Regional 
planning would allow for the most efficient use of resources available, and 
the Project concluded this should be considered. 

It should be remembered that the vast majority of short courses attended 
lasted less than one week. Over one half of the responding CIs in the UNC-CH 
study considered the following activities as absolutely essential in updating 
their skills and abilities: working with patients, short courses, inservice 
programs, reading, physician contact, working with students, and informal 
discussion with other physical therapists (Table 4.27). These should be 
considered in the planning of future programs. The literature has urged 
that the process of faculty development be ongoing and that the responsibility 
for it be shared by the parties involved. Almost all authors reviewed by the 
Project have urged active participation in continuing education,, though none 
suggested that it be made mandatory. [045, 225, 239, 024, 140, 189, 080] 

Evaluation, the subject of Chapter 6 and Chapter 2, Section D, is an integral 
part of every learning experience. In continuing education, evaluation is 
important for the purposes of assessing the educational program's presentation 
and effectiveness, assessing the learner, and establishing objectives' (deter- 
mining needs) . The methods of evaluation of continuing education reported 
in the literature include before and after tests, questionnaire survey^, 
videotape observations, and attitude scales. The process of program evaluation 
is presented elsewhere in this report in much more detail. The purpose in 
mentioning it here is to stress that evaluation is an integral part of the 
program and should be provided for in the initial planning. 

REWARDS AND INCENTIVES 

Virtually no money passes between the academic institution and the clinical 
education site during the entire clinical education process. The time 
commitment of the CI and the CCCE co clinical education is significant, and 
there must be a reason for them to agree to a commitment and for the clinical 
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center to support that connnitment. 



For individual clinical faculty members, the revards and incentives for becoming 
active in clinical education can be tangible or intangible. The tangible 
rewards currently in use are actual monetary reimbursement (not frequently) , 
attendance at continuing education programs without cost, consultation with 
academic faculty, tuition remission, travel costs to various types of meetings, 
academic appointments, use of the facilities of the educational program, 
promotion (and possibly salary increase), and research assistance. 

Examples of intangible rewards are: personal enjoyment, intellectual stimulation, 
personal satisfaction, prestige, and personal and professional growth. 
According to the UNC-CH study, financial remuneration is minimal. Continuing 
education programs are being offered, but we have no indication as to whether 
or not the clinical center is paying for them. Academic appointments are offered 
by many of the educational programs and are usually offered with no financial 
commitment. 

The intangible rewards appear to be most in evidence. The CIs reported in 

the UNC-CH study that they enjoy stud.?nts, find them intellectually stimulating, 

and learn from them. 

The rewards and incentives for involvement in clinical education for a clinical 
education center itself are also both tangible and intangible (cf. the section 
on costs in Chapter 3). The tangible rewards can be monetary reimbursement, 
increased income for services offered by students (without abuse of students), 
improved services, recruitment and hiring benefits, cover for vacation and 
sick leave by academic faculty, use of the facilities of the educational 
program, equipment loan from the educational program, and shared positions 
(shared costs). Intangible rewards include: the prestige of being associated 
with an educational program, staff stimulation, and improved morale. 

Rewards and incentives also exist for the educational institution and the 
student. Without good clinical education facilities a physical therapy 
curriculum would not be possible. The school has constant feedback from the 
clinical centers regarding the relevance of the curriculum and the effectiveness 
of instruction. This association can serve to maintain the quality of the 
academic program. The educational institution may also benefit by the parti- 
cipation of the clinical faculty in d?:dactic courses, thus meshing the academic 
curriculum with the practical aspects of physical therapy service. 

The student, of course, benefits from clinical education. The process is 
designed to facilitate the development from student to practitioner. The 
greatest benefits the student receives are 'practicing skills and implementing 
classroom knowledge under the supervision in experienced and competent CI. 
The student learns to integrate, to synthesize didactic and clinical knowledge, 
and to develop problem-solving skills. 

Rewards and incentives, however, take on a different flavor when focused on 
students. Rather than asking what students gain from clinical education, 
the question can be phrased: "What do they work for in clinical education?" 
The top three incentives for the student, according to the new graduate 
response in the UNC-CH study are: develop skills, self-satisfaction, and 
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positive feedback; the CCCEs responded similarly (Table 4.28). 

The clinical education process demands a great commitment of time and effort 
from many persons. For the clinical center and its staff this time and 
effort is virtually volunteered, although it is made up in dollars earned in 
patient care and other rewards. To reimburse the clinical center and the 
clinical faculty for their support and time, the academic institution must 
recognize and accept its responsibility in providing both tangible and in- 
tangible rewards. Provision of these rewards serves many purposes in addition 
to "thanking" the clinical center staff and the clinical faculty and officially 
recognizing their commitment. The people can be made to feel more a part 
of the academic program, thereby further increasing their commitment to the 
program. Ultimately, thereby, all of these purposes serve the over^. ^ 1 goal 
of improving clinical education. 
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Table 4.1 

SHORT COURSE ATTQIDANCE BY CLINICAL FACULTY DURING PAST 3 YEiiRS 



Length of course Nixmber of courses attended Number attending course 





ACCE 


CCCE 


CI 


ACCE 


CCCE 


CI 


Less than 1 week 


1-9 


1-15 


1-13 


48 


97 


103 


1 week - 2 weeks 


1-4 


1-4 


1-9 


28 


54 


54 


3 weeks or more 


1-6 


1-6 


1-6 


10 


21 


28 



Source: UNC-CH study, 1975 
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Table ■4.2 

PHYSICAL THERAPY EXPERIENCE OF CLINICAL FACULl:? 



Type of experience 



Clinical faculty member 



ACCE 
N=52 



CI 

N=139 



CCCE 

N=l?.2 



Patient care 

Number responding* 52 

Number of years: Mean 9 

Median 8 

Range 2-25 

Academic teaching of physical 
therapy students 

Number responding* 47 

Number of years : Mean 6 

Median ^ 

Range .5-24 

Acade-joic teaching of physical 

therapist assistant students 

Number responding* 10 

Mean 4 

Median 4 

Range .5-£ 



139 
8 
6 

1-28 



27 
3 
2 

.5-13 



S 
2 

1 

.5-4 



1-34 



33 
5 
2 

.5-25 



9 
3 
2 

,5-10 



Teaching other, agency personnel 

Number responding;.'* 38 

Number of jrears: Mean 5 

Median 2 

Range 1-20 



123 
5 
3 

.5-22 



105 
8 
4 

.5-34 



Clinical teaching of physical 
t-ierapy students 

Number responding* 47 

Number of years : Mean 4 

Median 3 

Range 1-14 



130 
4 
3 

,5-18 



112 
7 
4 

,5-27 



Clinical teaching of physical 
therapist assistant students 

Number responding* 7 

Number of years: Mean 3 

Median 1 

Range .5-6 



48 
3 

1 

,5-24 



38 
.3 
2 

,5-10 



„, , -,n-7- table continues 

Source: UNC-CH study, 1973 

*The "number responding" Indicates the nuaber having experience in the speci- 
fied activity who suomitted usabla daca. 



Table 4.2 continue ' 
PfffSICAL THERAPY EXPERIENCE OF CLINICAL FACULTY 



Type of experience 



ACCE 
N°52 



Clinical faculty member 



CI 
N-139 



CCCE 
N"122 



Supervision other than physical 
therapy students 

Niimber responding* 37 

Number of years: Mean 5 

Median 3 

Range . 5-14 

Adminis tration 

Nvmiber responding* 31 

Number of years: Mean 6 

Median 5 

Range .5-20 

Consultation 

Number responding* 30 

Number of years: Mean 4 

Median 2 

Range .5-10 

Research 

Number responding* ^'9 
Number of years: Mean 3 
Median 1 
Range .5-33 



119 
5 
3 

,5-21 



97 
5 

3 

,5-24 



64 
6 
4 

.5-22 



25 
2 

1 

-10 



101 
8 
4 

.5-34 



95 
8 
2 

,5-33 



72 

7 
4 

,5-29 



32 

3 
1 

.5-21 



Source: UNC-CH study, 1975 

*rhe "number responding" indicates the number having experience in the speci- 
fied activity who submJ.t:ed usable data. 



181 

4-27 



Table ^.3 

DISTRIBUTION OF TIME OF CLINICAL FACULTY 



Activity Frequency of response* 

Percentage of time 
0 10 20 30 40 50 60 70 80 90 100 Mean** 







A> 


7 

/o 






% 


% 


% 


% 


% 


% 


% 




Coordinating 




11 


58 


12 


9 


3 


3 


1 


1 


0 


0 


2 


1.7 


clinical education 


CCCE 


2 


53 


24 


8 


5 


5 


1 


0 


1 


0 


3 


2.1 


phase of curriculum 


CI 


11 


55 


14 


7 


3 


4 


2 


1 


1 


0 


3 


1.8 




0 






17 


19 


30 


0 


6 


0 


0 


0 


3.6 


Administrating other 


Dir*** 


10 


26 


17 


14 


8 


8 


7 


3 


3 


1 


4 


3.1 


aspects of program 


CCCE 


14 


25 


10 


11 


13 


12 


6 


4 


2 


2 


2 


3.0 




CI 


15 


32 


12 


8 


7 


12 


4 


4 


2 


4 


2 


2.8 


tion} 


AffF 


18 


31 


29 


8 


4 


4 


4 


2 


0 


0 


0 


1.9 


Teaching in the 


Dir*** 


63 


30 


3 


2 


1 


1 


0 


0 


0 


0 


0 


0.6 


classroom 


CCCE 


64 


30 


4 


1 


0 


0 


0 


0 


0 


0 


1 


■ 0.5 






67 


27 


3 


2 


1 


1 


0 


0 


0 


0 


0 


0.5 






A 

H 




1 2 


J. ^ 


IQ 


8 


6 


0 


0 


0 


0 


2.6 


Treating patients 


Dir*** 


8 


14 


8 


10 


11 


14 


8 


11 


11 


3 


3 


4.4 


CCCE 


6 


16 


10 


7 


11 


14 


8 


10 


8 


9 


1 


4.5 




CI 


2 


6 


5 


7 


7 


14 


13 


10 


15 


1'' 


7 


6.0 






67 




4 


0 


0 


0 


0 


0 


0 


J 


0 


0.4 


Serving on commit- 


Dir*** 


18 


55 


13 


6 


3 


2 


1 


0 


1 


0 


1 


1.5 


tees of center and/ 


rrrv 






Q 


9 


9 




1 


0 


0 


0 


0 


1.1 


or department 


CI 


38 


46 


8 


5 


2 


1 


0 


1 


0 


1 


1 


1.0 


ACCE 


21 


73 


4 


2 


U 


0 


0 


0 


0 


0 


0 


0.9 


Teaching students in 


Dir*** 


9 


49 


17 


10 


4 


6 


1 


2 


2 


1 


3 


4.6 


the clinical 


CCCE 


5 


38 


23 


13 


8 


4 


2 


3 


3 


0 


2 


2.4 


setting 


CI 


4 


35 


19 


12 


7 


12 


6 


1 


1 


1 


3 


2.8 




ACCE 


























Counseling students 


Dir«** 




























CCCE 




























CI 




























ACCE 


2 


68 


25 




A 


0 


0 


0 


0 


0 


0 


1.4 



Sc irce: UNC-CH study, 1975 

*:'requency indicated is % of respondents replying to each item 
'^^^ ) point scale 
0=0% of time 
10=100% of time 
***Dlrector of physical therapy service 
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Table 4.4 

SELF-RATING OF COMPETEKCISS BY THE CCCE 



Competency Self-ratings of CCCEs (%)* 



Ity strongest area A fairly strong area 
% (N) % (N) 



Clinical skills 


64 


(78) 


32 


(39) 


Knowledge of physical therapy 


47 


(57) 


48 


(58) 


Knowledge of physical therapy 
theory 


30 


(36) 


48 


(58) 


Patient evaluation skills 


49 


(60) 


45 


(55) 



Source: UNC-CH study, 1975 

Number indicates the % of CCCEs responding to each item. 



Table 4.5 

EXPERIENCE AS A CLINICIAN REQUIRED FOR POSITION OF CENTER COORDINATOR OF 

CLINICAL EDUCATION 

UNC-CH Study Response 

l^eng^.h of axperience required Percentage of clinical centers requiring 

(N-241) 

% 



No axperienca 15 

6 months- 4 

1 y^ar 17 

2 yecv::s 27 
y ^ars 23 

Mc.:e t* 3 yecrs 15 



Source: UMC-CH study, 1975 
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Table 4.6 

REr»n-:^^ ^j^l) E5C0MMENDED EXPERIENCE FOR THE CCCE 
"Soft Data" Respor.se 



Required* (In y< r» 

11/2-2 
3 

Some experience (unspecified) 
1** 

5 (as a clinician) 
5 (in teaching) 
More than 5 



RecoTninended* (in years) 



2*** 

3*** 
5*** 

More than 5 

3 or more 

More than 3**** 

More than 4**^^* 

5 or more**** 



Source: "Soft Data," 1974; based on 136 job descriptions of CCCEs received 

from clinical centers 
*Numbers are listed in descending order of frequency 
**1 and 4 years were indicated with equal frequency 
*** 2, 3, and 5 years were indicated with equal frequency 
**** More than 3, more than 4, and 5 or more years were indicated with equal 
frequency 



EKLC 



4-30 

1R4 



o 

CO 



CO 

O 

o 

H 
M 



C 
•H 

C 
O 

to 

U 



C 
C 

O 
CO 

u 

O 

Q) 

col 

to 

u 

c 

a 
u 







• in 








no 




p* a\ 


O 




< iH 


a 


c 












no 


• <r 


> 












< 


CO 


O rH 









U 






to 




• in 








no 








U 




i 


C 






o 




G) 




• 








c 


U 


0 <j\ 


M 


CO 


0 .H 







• m 


















< iH 








'4-1 


0 (U 








• <• 


to 






u 




a o\ 


CO 


:s CO 


0 .H 



I 

I 



o \ 
u 



o a 
n ai 

s u 

3 to ^ to 

25 p4 4J T? 



4J >> 
to iH 







u 


C 






•H 




< rH 


C 


§ 




C 






•H 


13 




bO 






(U 


4J 


a o\ 




CO 


0 H 



• m 

u 

< iH 



o .H 



in CO 



O 



CO 



VO CM 
CM ^ CM 



m 

CM 



00 



r-J O VO 
iH ^ CO 



rH CO in 
rH <• ro 



CO r'> 



CM c\ to 
CM in 



1-H 00 0\ 00 

<-M in 



<• en -J" 



CO 



CO 



C^l CM <• 0\ CO ^ 
rH CM <• 



• m 



\U CM 0\ 

f-H CM <r 



vO 
CM 



* <t\ CO 

- » r- ! rH 

O rH 



CM 



CM 



CO 

CM 



CM 



I 



I 

in 



I 

o 



\ 

O 
rM 



CO 



O 
CO 



O 



o\ o\ o\ o\ 
in \£) 00 
III 
0000 
m vo CO 



I 

o 



u 



3 

O 
CO 



U 



M 
<U 

to 

?^ 

to 
u 

XI 
4J 



to 
o 

iH 

(0 

p« 



u 
o 

O 
Oi 



4-31 



ERIC 



185 



Table 4.8 

NUMBER OF STUDENTS ASSIGNED TO A CLINICAL INSTRUCTOR 



assigned 


Percentage of CIs 
(N= 128) 


responding* 




Beginning 


Students 


Advanced 


Students 


Average 
% 


Maximum 
% 


Average 
% 


Maximum 
% 


1 


52 


34 


59 


51 


2 


39 


45 


32 


35 


3 


5 


14 


2 


6 


More than 3 


5 


7 


7 


9 



Source: UNC-CH study, 1975 

* Based on % of CIs respotiding to each item 



186 



4-32 



Table 4.9 

TEACHING METHODS IN USE IN CLINCAL EDUCATION 



Teaching method Frequency of use* 

Daily At least Never Mean 

once a week 

CCCE CI ACCE CCCE CI ACCE CCCE CI ACCE CCCE*^CI**ACCE*** 

% % % % % % % % % 



Lectures 


7 


4 


2 


40 


29 


36 


21 


15 


15 


3 0 


2 Q 


7 2 


Audio-visual presenta- 
tions 


0 


1 


4 


14 


10 


46 


17 


23 


6 


2 ^ 




7 S 


Case study or confer- 
ence 


11 


10 


28 


50 


43 


62 




10 


2 


S 

o • J 






Demonstrations 


48 


48 


60 


41 


32 


33 


0 


0 


2 


4.4 


4.2 


3.5 


Practice 


95 


92 


96 


5 


7 


4 


0 


0 


0 


5.0 


4.9 


4.0 


Arranging observations 
for student 


li 


23 


32 


54 


57 


57 


1 


2 


0 


3.9 


3.9 


3.2 


Simulated cases 


4 


5 


2 


14 


18 


60 


53 


47 


8 


2.0 


2.2 


2.6 


Supervised activity in 
patient care 


85 


87 


89 


11 


9 


11 


0 


0 


0 


4.8 


4.8 


3.9 


Supervised activity not 
in patient care 28 


24 


36 


38 


37 


57 


12 


12 


2 


3.6 


3.5 


3.3 


Sel f -ins tr uc t ional 
packages 


2 


2 


2 


9 


4 


49 


72 


75 


10 


1.6 


1.4 


2.4 


Work side by side 
with students 


82 


77 


45 


11 


18 


42 


4 


2 


2 


4.6 


4.7 


3.3 


Group discussions or 
seminars 


8 


15 


45 


62 


58 


49 


7 


4 


0 


3.6 


3.7 


3.4 


Direct questioning of 
the student 


57 


78 


40 


35 


19 


51 


1 


0 


0 


4.5 


4.8 


3.3 


Provision of role 
model 






70 






23 






2 






3.6 



Source: UNC-CH study, 1975 

*Frequency indicated ia % of respondents replying to each item 
**5 point scale 
l=never 
5= daily 
***4 point Sc. le 
l=unimport:aAt 
4=very important 

("Very important" and "daily", "important" and "at least once a week", and 
unimportant" and "never" were equated.) 
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Table 4.10 

CLINICAL EDUCATION RESPONSIBILITIES OF THE CLINICAL INSTRUCTOR 



Rank 


Frequency- 


Responsibilities related to clinical education 


1 


US 


Supervises students 


2 


127 


Instructs students 


3 


65 


Evaluates students 


3 


65 


Instructs non-physical therapy students 


4 


44 


Plans the student education program 


5 


24 


Participates in the student education program 


6 


21 


Orients students 


7 


15 


Counsels students 


8 


6 


Knows program's curriculum and objectives 


9 


5 


Evaluates student education program 


9 


5 


Attends short courses and/or faculty meetings 


10 


3 


Ascertains students' needs 


11 


2 


Provides liaison with educational program 




46 


No responsibilities mentioned 



Source: "Soft data," 1974; 272 job descriptions of CIs 
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Table 4,11 

QUALIFICATIONS REQUIRED OF THE CLINICAL INSTRUCTOR 



Rank Frequency Qualifications 

Graduation from an approved school 
License to practice 
Patient care experience* 

American Physical Therapy Association membership 

Supervisory experience and kno'^^ledge 
(Knowledge) 
(Experience) 

Completion of an internship program 

Clinical teaching experience and knowledge 
(Knowledge) 
(Experience) 

Post baccalaureate education or intent to pursue 
additional education 

Interest in clinical teaching 

Previous emplojment at present institution 

Masters degree 

None listed 

Required length of experience (N = 132) 

55 Specified no experience 



2 25 2 years 

3 17 3 years 
^16 1 year 

5 13 Ur.specified 

63 4 years 

7 2 5 years 



Source: "Sofr. data/' 1974; based on 272 job descriptions of Cis 
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1 
2 
3 

5 

6 
7 

8 



199 

177 

132 

34 

22 
(14) 
(8) 

19 

8 

(6) 
(2) 



9 
9 
10 



3 
3 
2 
67 



Table 4.12 

QUALIFICATIONS RECOMMENDED FOR THE CLINICAL INSTRUCTOR 



Rank Frequency Qualification 

1 26 Patient care experience* 

2 19 American Ph3^slcal Therapy Association membership 

3 5 Masters degree 

3 5 Post baccalaureate education or tha incent to 

pursue additional education 

4 4 Supervisory experience 

5 1 Clinical teaching experience 

5 1 Previous employment at present institution 

67 None listed 

^ Recommended length of experience (N=26) 

1 12 Unspecified number of years 

2 5 1 year 

3 3 2 years 

4 2 4 years 

5 11 year to 2 years 
5 11 year or more 

5 12 years or more 

5 1? 



Source: ''Soft data," 1974; based on 272 job descriptions of CIs 
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Table 4,13 

INFORMATION AVAILABLE TO ADVANCED STUDENT 
BEFORE THE CLINICAL ASSIGNMENT 



_Frequency of a-^?ailability (%)^ 

Some- 
Information Never Seldom times Usually Always Mean** 

, % % % % % . 



Transportation needs and 



costs 


11 


7 


7 


23 


53 


4.0 


Housing arrangememts 


11 


4 


8 


. 18 


60 


4.1 


Insurance needs 


16 


3 


7 


14 


60 


4.0 


Names and functions of 
scarf members 


23 


18 


17 


18 


25 


3.0 


Unique learning opportuni- 
ties available 


9 


12 


34 


24 


21 


3.3 


Strengths of the center 
and its staff 


18 


14 


29 


20 


21 


3.1 


Weaknesser; of the center 
and its staff 


36 


25 


17 


15 


8 


2.3 


Idiosyncrasies of the 
center 


37 


22 


24 


15 


2 


2.2 


Idiosyncrasies of selected 
staff members 


57 


li< 


16 


8 


1 


1.8 


Type of service given in 
physi cal therapy 


6 


4 


19 


29 


42 


4.0 


Uniform requirements 


4 


1 


7 


17 


71 


4.5 


History of the cftnter 


43 


26 


18 


10 


4 


2.1 


Gossip 


74 


14 


9 


2 


1 





Source: UNC-Ch study, 1975 

* Frequency indicated is % of respondents replying to each item 
** 5 point scale 

1 = never 

5 = al'r.ay? 
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Table 4.1/4 

STUDENT IMVOLVEMENT IN CHOOSING ASSIGNMENTS 



Student involvement 
and considerations 



Frequency of response (%)* 
(N-130) 



Never Seldom Sometimes Usually Always Mean** 



% 



% 



As an advanced student, did you 
choose assignments? 


S 


7 


17 


32 


35 


3.8 


Basis for choosing: 














Close to home and family 


24 


9 


31 


21 


15 


3.0 


Type of physical therapy service 


X 


•5 




38 


42 


4.2 


Heard it was a good affiliation 


3 


5 


21 


A4 


27 


3.9 


Low cost 


32 


19 




21 


7 


2.5 


Financial benefit from center 


55 


15 




7 


2 


1.8 


Excellent iJtaff 


5 


6 




41 


21 


3.7 


Provided wanted experience 


0 


1 


S 


37 


54 


4.4 


Provided wanted social atmosphere 


35 


28 


31 


4 


3 


2.1 



Source: UNC-CH study, 1975 

*Frequency indicated is % of new graduates responding to each item 
**5 point scale 

l=never 

5=always 

Table 4.15 

ACADEMIC COORDINATOR OF CLINICAL EDUCATION AS 
SOURCE OF INFORMATION REGARDING UNIQUE LEARNING OPPORTUNITIES 

AT THE CLINICAL CENTER 



EKLC 



Level of Student 



Frequency with which ACCE provided information (%)* 

Some- 

Never Seldom times Usually Always 



Beginning student 22 29 
(N=100) 

Advanced student 22 15 
(N=105) 



Source: UNC-CH study, 1975 
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19 



8 
14 



Table 4.16 

CONTENT OF ORIENTATION PROGRAMS AT CLINICAL CENTERS 



Number of centers utilizing Component of orientation program 
each component 



115 Tour of department and hospital 

^ 1 03 Review of organization and administrative procedures 

75 Introductions to other staff 

72 Review of rules and regulations 

70 Review of responsibility of students and others 

56 Review of emergency procedures 

48 Overview of history and philosophy of the 

department or facility 



Overview cf other areas 
Overview of plan of affiliation 

Review of evaluation process for clinical education 
Equipment review 

Review or obtain objectives of student affiliation 
An educational program 

Initial or admission paper work for the affiliate 

Review of body mechanics 

Review background of the student 

Obtain conference topic requests from the studemt 



42 
41 
35 
44 
43 
23 
18 
9 
7 
3 



Source: "Soft data," 1974; based on information submitted by 138 
clinical centers 
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Table 4.17 

ITEMS TO BE INCLUDED IN AN ORIENTATION PROGRAM FOR 
BEGINNING AND ADVANCED STUDENTS AT THE CLINICAL EDUCATION CENTER 



Items to be included Frequency of responBe. for IpvpIs of students (%)* 

in orientatior. program Orientation for J"^ 

beginning students advanced students 



Rules and regulations of the 
department 

Tour of the facility 

Explanation of objectives of the 
center 

Department records and how to keep them 
Patient records and how to keep them 
Uniform requirements 
Introduction to staff 
Introduction to physicians 
Job description of staff 
Opportunity to study annual report 
Opportimity to study monthly report 
Location of library resources 
Review of a case prior to involvement 
Opportunity to ask questions 
Opportunity to observe staff at work 100 96 

Opportunity to work alongside the staff ^° 

Source: UNC-CH study, 1975 . ..t - 

* The numbers represent the combined frequency of the ratings Imporuant and 
"Very Important" as reported by the new graduates. The frequency indicated 
is the % of respondents replying to each Item. Total number of respondents 
is 137. 



_^ % 

90 98 

96 98 

96 99' 

75 94 

<;0 99 

94 92 

98 98 

78 88 

74 83 

10 33 

13 39 

84 88 



95 



92 



100 100 
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Table 4.18 
NEW GRADUATE AGREEtlENT WITH STATEMENTS 
REGARDING THE CLINICAL INSTRUCTOR 



Statement 



Frequency of response (%)* 



Strongly Strongly 
Agree Agree Disagree Disagree 

% /o % % 



Were interested in me and 
my welfare 



47 



48 



Tried to make the clinic 
look good 



21 



57 



Wanted graduates to be 
good practitioners 



50 



49 



Had special expertise they 
wanted to share with me 

Wished I would go away 



19 
0 



51 
2 



23 
47 



2 
48 



Wanted to make a good 
impression themselves 

Could not have cared less 



7 

1 



57 
0 



27 
39 



8 
59 



Used me for a sounding board 
for their own complaints 



43 



49 



Source: UNC-CH study ,1975 

* Frequency indicated is the % of new graduates responding to each item 
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Table 4.19 

CLINICAL INSTRUCTOR AGREEMENT WITH STATEMENTS 
REGARDING STUDENTS 



Statement 



Frequency of response (%)* 

Strongly Strongly 
Agree Agree Disagree Disagree 
% % % % 



Advantages 

I enjoy students personally 

I find students intellectually 
stimulating 

They bring new knowledge with them 

They help me treat more patients 
than I would be able to otherwise 

It is personally satisfying to have 
something to offer students 

Disadvantages 

Their needs and interests are so 
varied, it is hard for me to adjust 

They make, too many demands on my 
time and energy 

They slow me down in my work 

There is nothing in it for me 

The advantages of having students 
assigned to me outweigh the dis- 
advantages 



53 

62 
37 



57 



1 
2 
0 

59 



45 

37 
59 

25 

43 

8 

9 

55 
1 

39 



1 

4 

54 



66 

57 
31 
27 



0 
0 

15 



25 

33 
12 
72 



Source: UNC-CH study, 1975 

*Frequency indicated is % of CIs responding to each item 
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Table 4.20 

IDENTIFYING THE EFFECTIVE ACADEMIC COORDINATOR OF CI-INICAL EDUCATION 



Traits Ratings of skills and behaviors* 

Absolutely Useful Mean** 





essential 
















CCCE 
% 


CI 

% 


ACCE 

% 


CCCE Cl ACCE 
% % % 


CCCE 


CI 


ACCE 


Good clinician 


34 


35 


49 


57 


61 


51 


3.2 


3.3 


3.5 


Good educator 


60 


7i 


43 


38 


28 


57 


3.6 


3.7 


3.4 


Has communication skills 


91 


94 


96 


10 


6 


4 


3.9 


3.9 


4.0 


Has public relations skills 


67 


62 


96 


31 


36 


4 


3.7 


3.6 


4.0 


Well-organized 


86 


77 


77 


14 


23 


23 


3.9 


3.8 


3.8 


Knowledgable about clinical 
education 




92 


91 


6 


9 


9 


3.9 


3.9 


3.9 


Knowledgable about clinical 
facilities 


85 


80 


89 


1 A 


on 


1 1 


3.8 


3.8 


3.9 


Visits center regularly 


49 


45 


72 


AA 


Da 




3.4 


3.4 


3.7 


Keeps center well-informed 


83 


85 


89 


1 7 




1 1 
XX 


3. o 


o o 

3.0 


3.9 


Gets materials to us in time 


86 


83 


93 


1 A 


XA 


Q 

o 


3.9 


3.9 


3.9 


Supports center in dlsi>utes 


51 


41 


46 


39 


47 


46 


J. 4 


3. i ' 




Able to tvavel 


43 


48 


81 


52 


50 


19 


3.4 


3.5 


3.0 


A pleasant person to deal with 


63 


60 


76 


37 


40 


25 


3.6 


3.6 


3.8 


Flexible 


75 


73 


85 


25 


26 


15 


3.8 


3.7 


3.8 


Enthusiastic 


72 


73 


72 


26 


27 


28 


3.7 


3.7 


3.7 


Approachable at all times 


82 


82 


87 


18 


18 


13 


3.8 


3.8 


3.9 


Respects clinicians 


95 


90 


96 


4 


10 


4 


3.9 


3.9 


4.0 


Respects academic faculty 


90 


86 


87 


10 


13 


13 


3.9 


3.9 


3.9 


Respectf; students 


96 


97 


96 


4 


3 


4 


4.0 


4.0 


4.0 


Good interpersonal relations 


89 


88 


98 


10 


12 


2 


3.9 


3.9 


4.0 



Source: UNC-CH study, 1975 

^Frequency indicated is % of respondents replying to each item 
**4 point scale 

1.0«not useful at all 
4*0«absolutely essential 
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Table 4.21 

IDENTIFYING THE EFFECTIVE CENTER COORDINATOR OF CLINICAL EDUCATION 



Traits Ratings of skills and behaviors* 

Absolutely Useful Mean** 



CCCE 
% 


CI 
% 


ACCE 

% 


CCCE 
% 


CI ACCE 
% % 


CCCE 


CI 


ACCE 


Good connnunicator 


92 


95 


87 


8 


5 


14 


3.9 


3.9 


3.9 


Well— organized 


73 


72 


72 


27 


28 


28 


3.7 


3.7 


3.7 




74 


71 


72 


26 


29 


28 


3.7 


3.7 


3.7 




54 


65 


47 


46 


36 


51 


3.5 


3.6 


3.5 


Xnnul p^mViI of clinical education 


74 


90 


87 


26 


10 


13 


3.7 


3.9 


3.9 


Knnul pHaahl p of clinical facilities 


65 


67 


34 


30 


33 


60 


3.6 


3.7 


3.3 


r^nnd ^jt" in fpimpraonal relations 


87 


— 


— 


13 






3.9 




— 


Good at public relations 


43 


52 


54 


53 


44 


39 


3.4 


3.5 


3.5 


Patient treatment experience 


87 


85 


91 


13 


15 


8 


3.9 


3.8 


3.9 


K"5mpT*1pnpp as clinical instructor 


46 


55 


42 


54 


44 


57 


3.4 


3.5 


3.4 


AHin-fTi-f « t"Tat"1 VP p"5tT>pripn CP /education 


23 


20 


2 


69 


74 


87 


3.2 


3.1 


2.9 


Flexible 


84 


— 


— 


17 






3.8 


— 


— 


Tactful 


84 


— 


— 


15 






3.8 


— — 




Enthusiastic 


/o 


88 


75 


21 


xZ 




3.8 


3.9 


3.8 


Personally secure and self-confident 


80 


83 


70 


19 


16 


28 


3.8 


3.8 


3.7 


Interested in work 


93 


97 


94 


7 


3 


6 


3.9 


4.0 


3.9 


Respects clinicians 


82 


91 


93 


18 


9 


8 


3.8 


3.9 


3.9 


Respects academic faculty 


66 


80 


77 


34 


20 


23 


3.7 


3.8 


3.8 


Relates well with staff 


87 


93 


93 


14 


Q 

o 


O 


3.9 


3.9 


3.9 


Relates well with students 


91 


96 


93 


9 


4 


8 


3.9 


4.0 


3.9 


Keeps staff Informed 


61 


69 


76 


34 


30 


25 


3.5 


3.7 


3.8 


Supports educational program in 
disputes with clinical staff 


54 


53 


24 


32 


32 


67 


3.4 


3.4 


3.1 


Attends continuing education courses 
in educational theory 


28 


34 


21 


61 


59 


76 


3.2 


3.2 


3.2 


Attends continuing education courses 
in clinical education 


50 


52 


59 


47 


45 


42 


3.5 


3.5 


3.6 


Attends continuing education courses 
in interpersonal relations 


26 


24 


25 


69 


70 


74 


3.2 


3.2 


3.2 



Sr.Tce: UNC-CH study, 1975 

equency indicated is % of respondents replying to each item 

point scale -I Q P 

1,0-not useful at all XOU 
4.0«absolutely essential ^^^^ 



Table 4.22 

IDENTIFfING THE EFFECTIVE CLINICAL INSTRUCTOR 



Traits Ratings of skills and behaviors* 

Very Important Important Mean,** 



NG CI ACCE NG CI ACCE NG CI ACCE 
% % % % % % 



Good clinical skills 


68 


67 


81 


32 


33 


19 


3.7 


3.7 


3.8 


Good teaching or educational skills 


71 


68 


74 


28 


32 


26 


3.7 


3.7 


3.7 


Positive attitude toward teaching 


88 


S4 


85 


12 


17 


15 


3.9 


3.8 


3.8 


Emphasis on problem solving 


47 


54 


70 


. 51 


45 


30 


3.4 


3.5 


3.7 


Huncanistic attitude toward life 


63 


74 


62 


36 


25 


36 


3.6 


3.7 


3.6 


Good interpersonal relations 


66 


78 


64 


33 


22 


36 


3.6 


3.8 


3.6 


Well-read, knowledgaole of research 


27 


18 


10 


59 


64 


71 


3.1 


3.0 


2.9 


Enjoyment of his/her work 


~7 /. 
iH 


oO 


c o 
DO 


26 


18 


42 


3.7 


3.8 


3. 6 


Confident and secure of self 


71 


74 


60 


28 


26 


38 


3.7 


3.7 


3.6 


Willing to let students help him/her 


71 


71 


62 


29 


28 


32 


3.7 


3.7 


3.6 


Puts self in students* place 


56 






41 






3.5 






Willing to let students "try wings" 


79 


66 


66 


21 


32 


32 


3.8 


3.6 


3.6 


Knows role of physical therapist 




















assistant 


41 


32 


38 


46 


51 


43 


3.3 


3.1 


3.1 


Confers 1-to-l with students 


77 


89 


77 


22 


11 


19 


3.8 


3.9 


3.7 


Gives regular feedback to students 


89 


92 


96 


10 


8 


4 


3.9 


3.9 


4.0 


Good supervisory skills 




63 


51 




36 


43 




3.6 


3.5 



Source: UNC-CH study, 1975 

*Frequency indicated is % of respondents replying to each item 
**4 point scale 

1 . 0«unimportant 

4.0«very important 
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Table 4.23 

FACTORS CONTRIBUTING TO POOR CLINICAL EDUCATION EXPERIENCE 
Nev Graduate Response 



Factors 



Frequency of response 



Poor clinical education 
for beginning student 
% 



Poor clinical education 
for advanced student 

% 



Not enough responsibility 
for student 

Hostile atmosphere 

Not enough to do 

Too much to wo it well 

Not enough instruction 

Supervision too close 
and oppressive 

Would not let student do much 
on own 

Student got tired of 
observing 

Staff not interested in 
teaching 

Not enough feedback from 
staff on student performance 



90 

74 
73 



88 



78 



95 
77 
80 



87 



92 



80 



78 



84 



Source: UNC-CH study, 1S75 

* Only those items that 70% or more of the rebi^ondents (NGs) indicated as 
very important were included. Frequency indicated is % of respondents 
replying to each iteii.. 
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Table 4.24 

UNDESIRABLE CHAMCTEKISTICS OF A CLINICAL INSTRUCTOR 
ACCORDING TO NEW GRADUATES 



Characteristic 



Frequency of "agree" and "strongly 
agree" responses* 
(N-130) 



Will not let student do anything 
axone 

Supervises too closely 

Not there when needed by students 

Personally insecure 

Caustic or sarcaDtic 

Does not like his/her work 

Does not want students around 

Personally unhappy 

Unethical in practice 

Lazy 

Corrects students in front of 
piatients 

Does not explain enough 
Has a defensive attitude 



CI working with 
beginning student 
% 



CI working with 
advanced L^tudent 
% 



85 

94 
88 
94 
98 
98 
91 
97 
96 

93 

95 
98 



98 
93 
88 
87 
91 
92 
96 

97 
91 

91 

88 
96 



Source: UNC-GH study, 19/5 

* Only those items that 85% or more of the new graduates agreed or strongly 
agreed with were Included. The frequency indicated is the % of respondents 
replying to each item. 
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Table 4.25 
COURSES OFFERED BY EDUCATIONAL PROGRAMS 
TO NEW CENTER COORDINATORS OF CLINICAL EDUCATION 



Course content Z of CCCEs indicating course (s) offered 

(N- 124) 



No course offered 39 

Supervision 33 

Educational methodology and 
theory 

30 

Clinical skills 30 

Communication 27 

Administration 18 

Counseling techniques 13 

Other areas 12 



Source: UNC-CH study, 1975 
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Table 4.26 

AVAILABILITY OF FUNDS FOR CONTINUING EDUCATION AS REPORTED BY CCCES 



ERIC 



Availability % of CCCEs responding (N^l?.5) 



Fxinds are available and adequate 34 
Funds are available, but less than 

adequate 45 

Funds are available, less than 
adequate, but outside funds are 

sometimes obtainable 14 

Funds are only available from outside 

sources 2 

No funds are available anywhere 5 



Source: UNC-CH study, 1975 



Table 4.27 

IKPORTANCE OF METHODS FOR UPDATING SKILLS AND 
ABILITIES OF CLINICAL, INSTRUCTORS 



Method % of CIs rating item essential 

(N=140) 

. % 

Working with patients 88 
Short courses or continuing education 

offered by the APTA 70 

Inservice education at center 69 

Reading books or journals 69 

Working with physicians 69 
Shori: courses offered by the educational 

programs 65 

Working with students 61 
Informal discussion with other physical 

therapists 55 
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Table 4.28 
REWAEDS FOR WHICH STUDENT WORKS 



Rewards or satisfaction F requency of respons e* 

Strong Mild Mean' 





incentive 


incentive' 








NG 
% 


CCCE 
% 


NG 

% 


CCCE 

% 


NG 


CCCE 


Increased self confidence 


84 


97 


15 


3 


2.8 


3.0 


Grades 


25 


27 


51 


65 


2.0 


2.2 


A pat on the back 


40 


61 


45 


34 


2.2 


2.6 


Self-satisfaction 


92 


— 


7 


— 


2.9 




Development of skills 


93 


92 


7 


8 


2.9 


2.9 


Acquiring new knowledge 


89 


78 


10 


22 


2.9 


2.8 


Constructive criticism from the CI 


69 


64 


30 


34 


2.7 


2.6 


Opportunity to explore own abilities 


7'2 


69 


26 


30 


2.7 


2.7 


Opportunity to explore own interests 


52 


70 


45 


29 


2.5 


2.7 


Patient acceptance of efforts 


81 


80 


19 


20 


2.8 


2.8 


Patient appreciation of efforts • 


75 


85 


24 


15 


2.7 


2.8 


Positive feedback from several sources 


90 


96 


10 


4 


2.9 


3.0 


Source: UNC-CH study,- 1975 
*Frequency indicated is % of respondents 


replying to 


each : 


item 







**3 point scale 
1-no incentive 
3=strong incentive 
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Chapter 5 
THE PROCESS OF CLINICAL EDUCATION 



This is the topic that the Project on Clinical Education in Physical Therapy 
task force members particularly wanted added to the Project agenda, although 
it was not a requirement under the contract. Section C of Chapter 2, pages 
2-27 - 2-30, presents the conclusions a.^ J recommendations concerning the 
process of clinical education. 

Here in Chapter 5 there is a more detailed discussion of educational theory 
and Its applications in physical therapy clinical education. The first 
section of text deals with the learning process. This is followed by a pre- 
sentation of the major components in program development, and the chapter ends 
with a section on factors that influence learning In physical therapy, 

THE LEARNING PROCESS 

Learning is a complex process which results in a change in behavior. Exactly 
what goes on within the process is not known, although many factors affecting 
it are known. Instructors can see the results of the learning process and 
can affect the process by their activities. For this reason the instructor 
should be keenly aware of the factors that impinge upon learning. An over- 
view of these factors is presented in the following pages. This is not a 
comprehensive, detailed review; only items which have a direct bearing on 
clinical education are presented and they are discussed only briefly. 

One of the keys to learning is reinforcement, A behavior can be encouraged 
or discouraged by the presence or absence of positive or negative reinforce- 
ment. Positive reinforcement rewards a person for a specific behavior, and 
negative reinforcement withholds a reward from a learner for a particular 
behavior. Educational authorities are in agreement that positive reinforce- 
ment is more effective for educational purposes than negative reinfot<:ement. 
The variety of reinforcements is broad, A smile, a compliment, a grade, and 
the progress of a patient can all be positive relnforcers, Reinforcers are 
never the same for any two people, and it is a challenge to the instructor to 
identify and utilize effective reinforcers for each individual student, 

Closeljr allied to reinforcement is motivation; motivation is the impetus for 
starting and directing an activity. The Handbook for Physical Therapy Teachers^ 
(pages 71-2) identifies four concepts associated with motivation: (a) set, 
(b) incentive or go^l, (c) drive or motive, and (d) intrinsic and extrinsic 
motivation. (077) 

"Set" refers to some occurrence which prepares the individual for or mak-^is 
him receptive to some behavior, for example, seeing a patient with a radial 
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nerve lesion can make the student more eager to learn about the function of 
that nerve. "Incentive or goal" is outside of the individual and determines 
the direction of behavior by describing a desired endpoint. The goal of the 
student who saw the radial nerve patient could be to list the muscles inner- 
vated by the radial nerve. "Drive or motive" is the activating factor, causing 
activity to begin. The student may be scheduled to treat a patient with a 
radial nerve lesion in the clinic the next day. "Intrinsic and extrinsic 
motivation" refers to the source of the motivating factor, whether it is 
inherent in the activity (intrinsic) or associated with the activity (ex- 
trinsic) . The student will learn the motor function of the radial nerve 
because it is a necessary prerequisite to the treatment of the patient (ex- 
t^i' =iic motivation); the treatment of the patient will be pursued for the 
satisfaction the student derives from patient contact (intrinsic motivation). 
The latter is considered a much stronger motivational force. The importance 
of motivation In a rigorous educational program is not questioned, and the 
instructor should be aware of its Importance. (077, 094, 1S6, 050, 044) 

The clinical faculty should also be aware of Maslow's hierarchy of needs which 
states that basic needs must be met before higher level needs can be met. This 
is particularly pertinent to the clinical education of students away from 
the eJacational Institution, The basic needs (e.g., room and board) must be 
met before the higher-level needs of learning and professional growth can 
be accomp lished. {U4) 

One of the primary purposes of clinical education is to give the student the 
op- rtunity to interrelate all acquired knowledge and key it toward patient 
sei ice. This Involves the transfer of learning or the relating of one 
learning to another. New learnings can either build on and complement or 
interfere with and contradict previous learnings. Several factors affecting 
the transfer of learning which are pertinent to clinical education are: [U / / , 
231, US, 044, 156, 194, 065) 

1 Aiming toward full mastery of each item to be learned. 

2. Placing emphasis on principles rather than on facts and techniques. 

3. Guiding the student in how to learn or in the process of solving 
problems. 

4. Relating learnings to the student (making them meaningful to 
individual) . 

I. Relating previous learnings to current learnings. 

Cher the student makes the relation of previous learnings to current learn- 
gs independently or with guidance from the instructor is not important-that 
the student see that two isolated learnings are related, however, is important. 

Another method of interrelating the varied learnings of the student is the 
phenomenon of modeling. Le8.xf^ers often "adopt" characterise s or behaviors 
of teachers. This most coomonUy occurs with the student modeling after 
the clinical instructor «ll). Attitudes are often transmitted more easily 
through the process of nfOteUng than through didactic education. [US] 
Skill development can either be enhanced or hindered when the student 
imitates the behavior of the CI or takes cues from the CI on how to function 
as a physical therapist or physical therapist assistant. 
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Another purpose of clinical education is the acquisition and retention of 
skills. A vital step in this area is the opportunity to practice that skill. 
Three basic principles apply here: (237, 111, 044, 194, 186, 077) 

1. People learn best by active participation. 

2. Overlearning or repetition of a skill is helpful in the retention 
of that skill. 

3. Frequent short practice sessions appear to be more productive than 
long concentrated periods. 



DEVELOPING A PROGRAM 

The learning experience is the situation in which learning takes place, and 
logically the learning process and the learning experiences afe closely 
Intertwined. The function of the clinical faculty In physical therapy is to 
assure to the maximum extent possible that the learning experiences allow or 
foster appropriate learning. To support the learning process, the learning 
experiences must be carefully and thoughtfully designed in a program. The 
literature has much relevant material to offer in this area and much of it 
is in substantial agreement. 



Objectives 

The ^nost basic f;tep in the development of any aspect of clinical education 
is the determination of objectives. The literature is virtually unanimous 
in its emphasis on the importance of developing objectives as a basis for 
planning. (077, 237, 110, 042, 212, 079, 156, 222, 050, 111, 044, 186, 
185) 

Many authors favor the use of objectives written in behavioral terras. These 
should describe the learner's behavior at the end of the learning (what the 
learner is capable of or can do) , the conditions under which the learner 
must function, and the evaluation method that will be used to assess the 
learning. Some authc;rs also include the minimal acceptable level (competency 
level) for completion of the objective. [110) 

In that format the ex^^ct meaning of an objective can be clear and thus more 
helpful to an instructor in planning and evaluating a program and to a 
student in knowing where he/she is and what to expect in the experience. 
However, higher-level cognitive functions, such as synthesis or creativity, 
may be difficult to describe and define with behavioral objectives and, for 
that reason, behax'ioril objectives may be limiting. 

Objectives for clinical education (desired outcomes) have several purposes. 
First, they can be utilized in designing and developing the clinical 
education program. Only after the desired outcomes are known can a program 
be designed to produce those outcomes. Secondly, developing objectives can 
help determine the teaching methods to be used. Only by knowing the objectives 
of an experience can the CI determine tiJhether the student should observe. 
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practice, discuss, or write something. Thirdly, developing objectives can 
assess both the learning experience Itself and the student's achievement 
of the objective. A fringe benefit to the development of objectives is 
the upgrading of the abilities of the developers. The increase in capability 
and commitment of persons who have been involved in the development of programs- 
including the development of objectives— has been documented by several 
sources and is certainly a phenomenon educators should be aware of. [llSi>, liJb) 

The entire program has objectives and so does a specific learning experience. 
Objective's of a learning experience may be derived from several sources. All 
of them result from some type of evaluative process— asking questions about 
what is needed, what is available, what are the voids in knowledge. These 
questions can and should be asked by a variety of people. Through this process 
several sets of objectives can be developed. The educational institution 
determines objectives that the student must achieve (requirements) and that 
the student may choose to achieve (electives) . Clinical centers determine 
what experllencec they have to offer and the objectives for those experiences. 
The cetin^t may also develop objectives and experiences at the request of 
the academic institution or the student. 

Both students and academic faculty may have unmet needs that they ask the 
clinical center to meet. The center then assesses its ability to meet such 
objectives. Student objectives may be determined by a special area of interest, 
knowledge of the setting in which he or she will be working, or self-assessment 
of personal strengths and weaknesses. All sources can provide important and 
meaningful objectives for learning experiences. 

The clinical center's function is to make each student affiliation period a 
coherent experience, and the ACCE's function is to insure that all affiliatiov 
experiences come together to accomplish the overall objectives deemed appro- 
priate by the academic institution. According to the Handbook for Physical 
Therapy Teachers (077) -^nd Brown (044) the three major factors which 
determine the objectives in physical therapy programs are the health needs 
of society, the nature of the subject matter, and the characteristics of the 
learners. A fourth factor added by some authors is the profession. l'^*J 
The health needs of society are obviously crucial to the development of 
learning objectives in physical therapy. Health care is changing, both in 
where it is given and what is given. The objectives of physical therapy 
education should reflect that change. The nature of the subject matter is 
also changing, expanding in both breadth and depth, and the objectives of 
the curriculum must reflect this. In a field which is changing rapidly 
principles or processes rather than specific factual material should be 
stressed, thus equipping the graduate with tools to cope with new settings 
and knowledge. The characteristics of the learner are also an obvious 
consideration in the determination of objectives. Are they graduates or 
undergraduates? Are they highly capable and motivated or taking required 
work because they must? 

More specific detail on the content of objectives is offered in the 
draft of essentials of an interim approved educational program for physical 
therapist assistants and the essentials of an accredited educational program 
for the physical therapist, both dated June 1974. (074) In both 
documents comments on curriculum start with the following statement: The 
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curriculum shall be designed so that upon the completion of the . . . educational 
program students will possess competencies in the following categories: ..." 
The major categories for the physical therapist assistant are individual 
patient services, communication, administration, and individual growth. 
For the physical therapist the categories are the same except the last 
category is called professional growth, rather than individual growth. The 
specifics within each area give additional guidance for determination of 
specific objectives suitable for the two types of students. For the purposes 
of this review, however, these specifij:s will not be dealt with. Pinkston 
discusses the use of these essentials in the development of objectives for a 
clinical education program from the viewpoint of the clinical education center. 



Most of the educational programs, clinical centers, and students have their 
own objectives for clinical education. As indicated by the Project's "soft 
data" and the University of North Carolina at Chapel Hill (UNC-CH) study, 
many of them are written down, although some of them are not. The fact 
that the objectives are simply present is not adequate. Usually the objectives 
for clinical education, when they are written down, are not stated in behavioral 
terms and' they are vague. They cover the broad areas of patient services, 
communication, administration, and individual or professional growth. In 
addition to these., there are scattered objectives in the areas of research 
and teaching. Nost of the objectives are not measurable in their present 
written, forms. From the data available to the Project, it appears that 
the educational process would be enhanced if the academic institutions, the 
clinical education centers, and the students would develop more precise 
objectives as the bases for planning clinical education. 

Learning Experiences 

The next step in the development of a program is the selection of learning 
experiences. Learning experiences must be identified and examined for 
compatibility with the specified objectives before they are actually selected. 
The Handbook for Physical Therapy Teachers has an excellent chapter on 
learning experiences. (077) 

The essential elements of a learning experience are "a learner, an objective 
for the learner, a situation devised to produce a response that contributes 
to the objective, a response by the student, and reinforcement to encourage 
the desired response." (077) Some criteria for an effective learning 
experience, from several sources, are presented below. 

1. Learning experiences should provide opportunities for the student 
to practice behaviors and deal with pertinent content. 

2. Learning experiences should be appropriate to the student's level 

of attainment, and he/she must be capable of responding appropriately. 

3. Learning experiences should allow the student to obtain satisfaction 
and success in performing the activity. 
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4. Learning experiences should help to fulfill more than one objective 
and should use a variety of media approaches. 

5. Learning experiences should be designed to promote transfer of 
learning and to minimize negative secondary outcomes. 

6. Learning experiences should be practical in regard to equipment, 
space, material, personnel^, and time. {077, 044] 

Dickinson states that an effective learning experience should be planned so 
that the learner can appreciate the goal, have a variety of experiences 
related to needs, have a basic understanding oi the activity, experience 
success, solve problems independently, be yelfionally involved, demonstrate 
what has been taught* have a proper progression within the experience, and 
not be overwhelmed by the experience. She also reiterates the six principles 
listed previously. (079) 

Learning experiences can be divided into three types by virtue of their 
location and format: 

1. Experiences with traditional faculty and/or ir traditional locales. 

2. Experiences with nontraditional faculty and/or in nontraditional locales. 

3. Experiences involving nontraditional formats such as simulations. 



Traditional Faculty and/or Traditional Locales 

Traditional faculty refers to physical therapists involved in patient care or 
related activities. Traditional locales are fixed facilities, such as acute ^ 
general hospitals and rehabilitation and pediatric centers, for the care of 
patients receiving episodic care. F^r a more complete discussion of traditional 
clinical education sites refer to Chapter 3 of . this report, particularly pages 
3-22 - 3-34. The experiences offered in these settings are directly related 
to patient care and to a lesser extent administration. 



Nontraditional Faculty and/or Nontraditional Locales 

The nontraditional people involved in clinical education are other than 
physical therapists (or they are physical therapists in nontraditional 
settings), who have educational experiences to offer which are pertinent to 
the education of physical therapy students. The variety of nontraditional 
faculty that have been utilized in physical therapy clinical education is 
quite extensive, as seen in Table 5*1. These people have not been heavily 
utilized, but there is some evtdmce suggesting that effective utiliration 
of nontraditional clinical f;3'/x^ity may be increasing. 

Nontraditional locales include programs, agencies, or clinical centers that 
care for, screen, evaluate, or otherwise serve a popu.l scion that is outside 
of the traditional setting. The long list of. nont'iraditional clinical educa^ 
tion sites that have been used in physical therapy education suggests that 
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perceptions regarding "proper" sites for clinir.al education are changing 
(see Table 5.2 and 3.7). 

The UNC-CH study indicates that even though there were many types of non- 
traditional faculty and settings in existence in 1975, they were far outnumbered 
by traditional persons and traditional settings. The Project concluded 
that the utilization of traditional and nontraditional learning experiences 
in clinical education requires scrutiny by the physical therapy profession 
so that a determination can be made regarding the desired proportion of the 
two types of experiences. (See pages 3-12 - 3-14 foz a discussion of non- 
traditional clinical education.) 



Nontraditional Formats 

Many alternative substitutions and supplements for clinical education are 
described in the literature. They are designed to overcome many of the 
problems that clinical education presents, such as scheduling all students 
for all activities, variability of patient loads, safety of the patient 
during treatment by the student, and lack of similarity in experiences for 
different students. One attempt to overcome these problems has been to 
devise other means of developing the skills and judgment which are usually 
associated with clinical education. These devices range from complex manikins 
that breathe and have a pulse and heartbeat, to printed patient-management 
problems, to slide or tape presentations. The purposes of these alternative 
approaches are usually either to develop skill or develop judgment. Seldom 
are the two purposes combined in one experience. The following examples of 
some of these alternatives have been taken from reports in the literature. 

One is the teaching-learning ir^.terview. (086) This involves a teaching 
situation In which the instrutvor and students interview a person with a 
physical disability. The objectives of this program are for the student to: 
(a) meet physically disabled ppi'soaa, (b) develop interview skills, (c) 
be aware of social and physical adaptations made by the interviewee, (d) 
be aware of support devices the person may ne^».d, (e) observe the differing 
roles of the physical handicap and its inherent emotionsil stress, and (f) 
realize that health is a relative term (i.e., a person with pare'plegia can 
be healthy). 

Weekly discussion se<^'<i±ons are another approach that has been reported. (064) 
A group of nine medical students met weekly without em instructor for discussion 
of a surgical topic of their choice. Before the discussion the instructor 
posted a list of references; the discussion was held without the instructor 
and waB tape recorded; the instructor reviewed the tapes for errors, mis- 
placed emphasis, or omissions and then conducted a final wrap-up of the subject. 
The response of the students was enthusiastic and supportive. 

Th^, -Kdiowing objectives were felt to be attained: (a) students became 
i^^L^ of the active nature of learning, (b) reliance on an instructor 
diminished, (c) critical and independent thinking was motivated, (d) students 
were encouraged to learn from each other, and (e) esteem between students 
and instructor increased. The students elected to continue the group on their 
own time after the clerkship and invited various faculty members to join them. 
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This format could be utilized for clinical education in physical therapy — 
e.g., a weekly seminar dealing with the clinical education experiences of the 
past week. 

Another approach is the use of simulations. These can be faculty-produced 
simulated medical cases which consist of information for decision-making 
received from various sources (the patient, lab data, physical exam findings, 
etc.)* Patient reactions to various treatments are also included. The 
student is presented with the problem and is then expected to request infor- 
mation just as he/she would in a clinical situation. He/she receives this 
information, acts on it, and if necessary reevaluates the situation and 
revises the plan. Built into the simulation is the opportunity for fast feed- 
back to the student in the areas of effectiveness of treatment, costs of 
procedures and medication, and a general critique of the student ^s handling 
of the simulated patient. In several places these problems or cases have 
been computerized. (205) 

Another type of simulation is done with simulated physical items, such as body 
parts. The student manipulates these to gain motor and discriminatory skills 
with no danger to patients. These simulations allow practice in areas such 
as respirator application, pulse and respiration measurement, induction of 
anesthesia, intramuscular injections, and recovery-room care. (205, 075) 

A third type of simulation utilizes people mimicking or portraying patients. 
This ranges from the simple mimicking of an abnormal gait pattern for 
demonstration purposes to elaborately trained actors that students actually 
examine and "diagnose." Role-playing is also Included in this category. 
{033) 

Then there are self-instructional materials. These are used more in the area 
of teaching knowledge than in teaching skills, but carefully designed mater- 
ials can provide the basis for many skills and, with good manuals and support 
materials, can offer the student beginning skills in some areas. Self- 
instructional units can be programmed texts alone or combined with visual 
materials. Videotapes, films, and slides can all show a student what to do 
while the text is explaining the material. Computers can also be utilized 
for self-instructional materials. 

All of these formats can stretch the clinical educational resources that are 
available. None of them, however, eliminate the need for the student and 
the patient to have direct contact in traditional or nontraditional clinical 
education settings. These experiences supplement rather than replace clini- 
cal education; they may, however, reduce the time spent in clinical education. 



Recent Data 

The Project on Clinical Education discovered that the types of learning 
experiences actually available for physical therapy students are highly 
varied. There really was not much in the way of learning experiences, as 
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defined earlier in this chapter, in the Project's "soft data." However, the 
UNC-CH study of 1975 did provide information on what students were doing in 
clinical education and what was considered important for students to do in 
clinical education. Specific activities and where they were carried out are 
discussed first. 

Students most often performed their duties within the confines of the physical 
therapy service; many functioned at the patient's bedside and some in out- 
patient clinics. Very few students functioned in preventive screening 
clinics, out-of-hospital clinics, in the patient's home, or in other than 
patient-care activities. (See Table 5.2 .) 

From the responding new graduates we find that over half had the opportunity 
as students to work with or observe the following personnel on a "sometimes 
or more often" basis: physical therapists, occupational therapists, physical 
therapist assistants, social workers, and prosthetists; speech and hearing 
therapists, orthotists, and students in other disciplines followed closely. 
Psychiatrists, vocational rehabilitation personnel, dieticians, and chaplains 
were not observed or worked with at all frequently. (See Table 5.1 .) 

At least half of the clinical ceni:ers reported that students participated in 
the following activities (listed in order of decreasing frequency) at least 
one time per week: patient treatment, patient evaluation, writing progress 
notes, maintaining patient records, patient consultation prior to treatment, 
patient or family education, equipment maintenance, physical therapy staff 
education, and case presentation. (See Table 5.? .) Choosing from a 
different list of activities, at least half of the responding new graduates 
reported the following student activities at least sometimes: staff meetings, 
inservice education, lectures, review sessions with specific staff members, 
rounds with physicians, nonpatient teaching, and administration of physical 
therapy services. (See Table 5*4.) Records of the physical therapy service 
(budgets, annual reports, job descriptions) were not used iis regular teaching 
tools. (See Table 5.5.) 

In summary, the physical therapy students were most active in traditional 
settings according to 1975 response, but had the opportunity to VTork vLth 
or observe a variety of people. The students were involved in diverse 
activities, most of which were closely related to patient care. The diversity 
available and utilized appears desirable, but it is not known to what extent 
the criteria for a good learning experience were met. 

Other UNC-CH study information available to the Project deals with opinions 
on the importance of various items for good clinical education, as reported 
by academic coordinators of clinical education (ACCEs) , center coordinators 
of clinical education (CCCEs) , new graduates and CIs. The following oppor- 
tunities were judged to be very important in the clinical education program 
by at least 45 percent of each of the four respondent groups: treating 
patients, reading patients' charts, working side by side with staff, working 
with a good clinician, informal discussion groups, participating in case 
conferences, working in teams, and helping staff members with difficult patients, 
(See Table 5.6.) The following items were deemed absolutely essential for 
a good clinical education experience for beginning and advanced students by at 
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least 50 percent of the four respondent groups: opportunity to practice, 
atmosphere receptive to students, staff interested in teaching, feedback 
on student performance, and students with a purpose. Six additional items 
were included for advanced students (Table 5.7). 

The CIs were asked which were important areas to be covered in their 
clinical instruction of students. Over half of them indicated the following 
six items were very important: professionalism, clinical skills not covered 
in the classroom, special skills available In tbair centers, attitudes, 
interpersonal relations, and clinical skills covered in the classroom (Table 5. 
8). More than 50 percent of the new graduates polled stated strong agreement 
that more of the following opportunities would have been helpful to them during 
their clinical education experience: ordering equipment and supplies, using 
the problem-oriented medical record, arranging department schedules, participa- 
ting in staff meetings, studying problem situations in physical therapy, 
attending department head meetings, dealing directly with referring physician, 
referring patients for follow-up care, and helping with weekly and monthly 
reports (Table 5.9 ). 

From the data available there is little evidence whether or not well-formulated, 
thoughtful, learning experiences are being utilized. The evidence does 
indicate utilization of a great variety of sites for clinical education 
experience, although most students ^^re not exposed to the wide range of 
experiences. 



Selection and Sequencing of Learning Experiences 

After the available learning experiences are identified they must be examined 
for compatibility with the objectives for the clinical education assignment. 
This must be done at two levels: each assignment must be compatible with 
its own objectives, but on a larger scale all of the assignments must combine 
to meet the overall objectives of clinical education and the curriculum. 
For instance, if an overall objective of a curriculum is to educate health 
practitioners capable of functioning in new and innovative settings but all 
of their clinical education assignments are in acute-care hospitals, that 
objective of the curriculum was not met. This could be true even if all 
of the assigned activities matched the objectives for them perfectly. 
Objectives and learning experiences are closely allied and must be compatible 
from the point of view of the school, the clinical center, and the student. 

The selection process occurs as the objectives of the clinical education 
assignment are reviewed avid coordinated with the learning experiences that 
are available and can meet those objectives. This selection should be 
based on the criteria of a good learning experience listed earlier in this 
chapter and repeated here: the experience allows the student to practice 
the behavior stated in the objective, is appropriate to the student's level, 
allows the student to obtain satisfaction, minimizes negative outcomes, is 
practical, applies to more than one objective, and incorporates a variety of 
media approaches. 

The organization of learning experiences takes place in several ways. A 
learning experience is defined by the Handbook for Physical Therapy Teachers 
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as having "continuity, integration, and sequence by means of horizontal and 
vertical organization." (077) 



Brown discusses the aspects of curriculum organization which appear to be 
the basic factors determining the organization of the learning experiences. 
Continuity is described as a vertical organization and refers to learning 
or practicing the same activity at the same level over a period of time. 
Sequencing, a second type of vertical organization, provides the building 
blocks of the curriculum. Proper sequencing allows the basic to precede the 
specific, the :Vimple to precede the complex, facts to precede problem-solving. 
The level of repetition does not remain the same and the student uses his 
past experiences and learnings to accomplish new tasks. Brown suggests several 
sequences — close at hand to far away, normal to abnormal, concrete to abstract, 
patient's problem to person with a problem. 

Integration, however, relates to horizontal organization, the interdigitation 
of one part of the curriculum with other parts of the curriculum to create 
a whole. Good integration provides the opportunity for the student to 
learn about a specific procedure in the classroom and then to practice it 
in the clinical education center. The clinical center can also provide an 
integrated experience by involving the student in many related activities 
such as combining preoperative and postoperative treatment procedures with 
surgical observations, or relating the preparation of daily and monthly 
reports with budgeting or requesting new equipment. [044] 

The UNC-CH study findings allow little general comment on the selection of 
learning experiences except that the student's objectives, past experiences, 
and requests for specific sites in clinical education are considered and 
utilized in the selection process. 

The two most common methods utilized by the responding CIs to select learning 
experiences for the student were to talk with the student regarding his/her 
objectives, to review the student's past clinical education, and attempt to 
fill in the gaps. In selecting the sites where clinical education will 
occur, 15 percent of the responding ACCEs allowed students with previous 
physical therapy experience to redesign their clinical education and 85 
percent allowed the student (with or without previous physical therapy 
experience) to request specific sites. Presumably that request is considered 
in assigning a student to a site. (See Tables D.3A and D. 35 •) 

The sequencing of learning experiences can only be commented on regarding 
the ordering of broad categories of objectives (Tables 3.1 - 3.4 ). The general 
sequence for physical therapist and physical therapist assistant students 
appears to be general patient care skills, followed by teaching skills, then 
specialized patient care skills, then administrative skills, and finally 
research skills. Relatively few respondents indicated that, research and 
administrative skills were necessary for the physical therapist assistant 
student, even at the advanced student level. 



Implementation of the Learning Experience 

Implementation is the culmination of the planning and development of the 
learning experience. This implementation is based on the interaction of 
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the clinical faculty, the student, and the staff and administration of the 
clinical center. 

The instigator of the implementation of the learning experience is the ACCE, 
who brings the crucial elements of the student, the CI, the clinical center, 
and a planned learning experience together so they can interact. It is the 
responsibility of the ACCE for matching the student to the site and preparing 
the student for the clinical center and the center's staff for the student. 
Both the clinical center and the student should know what to expect from the 
other. The CI is the individual responsible for conducting or providing the 
learning experience. The CI works directly with the student to meet the 
objectives of the experience and in many cases it is the CI who developed the 
learning experience. (Other functions and characteristics of the ACCE and 
the CI are dealt with more fully in Chapter 2, Section B, and in Chapter 4 of 
this report.) 

The student is of course intimately involved in this whole process. He/she 
is the learner, the one experiencing the learning process. The attitudes 
and abilities the student brings to the learning experience are important; its 
success or failure can be significantly affected by student input. The 
literature repeatedly states that the commitment to an activity, particularly 
a learning activity, is greatly enhanced by involvement of the participants 
in the planning phases. This method of increasing commitment to and interest 
in the clinical education program should be heavily utilized by the clinical 
faculty in the development of the clinical education program. 

The clinical center is the place where the activities occur. The center 
"interacts" through administrative support, available space and equipment, 
and the general environment it provides for the educational process. Chapter 
2, Section A, and Chapter 3 present a comprehensive description of clinical 
education centers. The effect of the clinical site on the learning experience 
is discussed in more detail later in this chapter. 



Needs and Constraints 



For clinical education to occur, adequate resources are obviously needed. 
These include clinical faculty, patients, equipment, records, data, and 
research projects. Another precious resource is time. The people involved 
must have adequate time to carry out their clinical education responsibilities 
in addition to their regular duties and assignments. 

The unique aspects of clinical education show themselves most obviously in 
the constraints imposed on educational activities. The most basic constraint 
is that the typical CI was not employed by the clinical center only to teach 
students—he/she was employed to provide other services. Whether these 
services are treating patients, administering a physical therapy service, 
directing a research project, or consulting with a government agency, the 
CI must often give these responsibilities priority over clinical education 
activities. Such lower level of priority to clinical education activities 
places constraints on both the CI's activities and the activities the student 
might be allowed to do. For example, a well-planned learning experience on 
muscle testing involving a patient cannot be done unless a patient is available 
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An emergency or unforeseen complication may arise with a patient and the 
student will be unable to complete the planned learning experience. At 
times these quirks of fate seem totally unconcerned with the necessities 
of educationi 

Both the examples above indicate the importance of flexibility as a character- 
istic of everyone involved in clinical education. The CI and student must 
have flexibility to deal with a problem when it arises and the ingenuity to 
use crisis itself as a learning experience. The CI may well be more comfortable 
with the uncertainties than the student will be. Sudden changes within the job 
setting are not that unusual, and since the CI is in a familiar element, he/ 
she can cope with them fairly well. The student, however, is not only working 
in an unfamiliar setting but also acting in new ways and using newly acquired 
skills* These factors make it much more difficult for the student to cope 
with unexpected changes. The CI needs to be aware of this to help the student 
become more flexible. 

Flexibility is not limited to the CI and the student. The ACCE must be flexible 
in order to accept the changes that circumstances dictate. The clinical 
center must also be flexible enough to allow unscheduled activities to occur. 
If a student is participating in a research project and for some reason the 
project becomes inactive for a period of time, the student needs to be in- 
volved in some other activity, at least temporarily. The clinical center 
must be able to accommodate this. 



Evaluation 

Evaluation is an integral part of the clinical education program and must 
be designed into the program from the beginning. Evaluation is not limited 
to the student. All aspects of the program need evaluation. The objectives 
need constant review to insure their applicability and relevance. Learning 
experiences need to be assessed to determine if they are meeting the objectives* 
The clinical center and faculty -must be evaluated to determine their adequacy, 
and the competence of the student must be assessed. For all of these evalua- 
tions, a one-time assessment at the end of the student's assignment is in- 
adequate. The evaluation process must be ongoing and continuous, as stressed 
throughout this report. Chapter 2, pages 2-31 - 2-58, and Chapter 6 should 
be referred to for a complete discussion of evaluation in physical therapy 
clinical education. 



FACTORS THAT INFLUENCE LEARNING 

Thus far the processes of learning and program development have been presented 
in fairly idealized terms, and some factors that affect these processes in 
the real world have not yet been discussed. These factors can generally be 
described as the environment in which the clinical education program is 
conducted — the educational institution, the clinical center, the clinical 
faculty, and the student; two of these subjects (clinical centers and 
clinical faculty) have been discussed earlier. This section deals specifically 
with the influence of all four factors on the process of clinical education. 
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Factors Related to Educational Institution 

Two basic factors that Influence the student ^s learning In clinical education 
are the individual's previous iacademic preparation and the selection of the sites 
where clinical education will occur. These two factors are both under the 
control of the educational institution; the center always has the right to 
refuse students, but it cannot mandate the presence of students. Both factors 
seem so obvious that a discussion of them is unnecessary; poor academic pre- 
paration and poor clinical education site selection seriously hamper the 
student's learning • 

Another factor that is crucial to the student's learning in clinical education 
is the nature of the liaison between the academic institution and the clinical 
center. Two areas in which this liaison is necessary are the administrative 
and the educational aspects of clinical education. 

The administrative areas of liaison involve developing interinstitutional 
agreements, scheduling, arranging for the noneducational needs of the student 
(room, board, emergency medical care, insurance), and determining the adminis- 
trative processes for the clinical education evaluations (who will do them, 
what use will be made of them, grading procedures). 

All of these items are discussed in other areas of this report, particularly 
Chapters 2 and 3. The purpose in listing them here is to indicate their 
significant effect on the learning process. If a student is looking for 
housing during the first week of an affiliation or is grossly inadequately 
housed, learning suffers. The noneducational needs of the student, it should 
be emphasized, do not need to be provided by the center, but there must be 
concern for how the needs will be met. These administrative details are 
usually handled by the ACCE and the CCCE, each acting as spokesman for 
his/her respective institution. 

The other area of liaison, equally important but less in the public eye, is 
the educational liaison which coordinates a multitude of individual learning 
experiences into one complete educational program. There are three basic 
aspects of educational liaison. First the objectives of the student's 
assignment must be known by everyone concerned, and everyone should hava 
input into their creation; the final decision as to specific objectives 
rests with the educational institution. The ACCE then has the responsibility 
to make the objectives known to everyone. 

The second aspect of educational liaison occurs when a student has problems 
(academic, clinical, or even personal) during the clinical education assignment. 
The academic program must offer and provide support for the clinical center 
in handling student problems. 

The third aspect of educational liaison is the provision of continuing 
education programs for the staff of the clinical center. The Project on 
Clinical Education strongly recommended that educational institutions offer 
continuing education to the staffs of clinical centers with which they 
affiliate. The evidence indicates that this is, indeed, being done to some 
extent. The ACCE, as liaison, can determine topics of interest to, or 
needed by, the clinical education center and then devise a means of supplying 
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programs on the specified topics. 



Another factor related to the educational program which is of significance to 
the learning at the clinical center 15 the scheduling of the clinical educa- 
tion program. This is discussed in detail in Cliapters 2 and 3 of this, report, 
particularly pages 3-5 - 3-8 • The basic principle of scheduling is that the 
time allotted for an assignment must be appropriate for the objectives of the 
assignment. Some objectives require a full-time student activity, while 
others can be well handled on a part-time basis; students need both types of 
exposure. 

Clinical center respondents in the UNC-CH study stated that the optimimi 
length of time for a full-time clinical affiliation is five to six weeks 
for beginning students. For advanced students the respondents were almost 
evenly divided between five to six weeks and seven to eight weeks (see 
Table 5,10), Different students, however, will meet the objectives of an 
assignment in different amounts of time. The Project concluded that alterna- 
tive or additional higher-level experiences should be available for the 
student who meets the objectives ahead of schedule, and the option to pursue 
these new experiences or to leave the clinical center early should be 
offered to the student . 

Another aspect of scheduling is the frequency of clinical education assignments • 
For the most part this is determined by the dictates of the academic phases 
of the curriculum. The optimum arrangement appears to be frequent (at 
least weekly) clinical experiences throughout the curriculum culminating 
in a full-time block toward the end of the curriculum. This serves the 
multiple purposes of: (a) f acllltatiaig the transfer of learning; (b) pro- 
viding frequent practice for skill development; (c) maintaining the student's 
Interest; and (d) providing continuity, integration, and sequence for the 
currlcultmi. 

Analysis of the status of the academic preparation of the student was not within 
the scope of this Project. Some data do exist, however, regarding the 
clinical centers' views on the preparation of the student. Only 3 percent of 
the clinical centers surveyed in the UNC-CH study terminated an affiliation 
and only 11 percent of the centers refused to begin a clinical education 
program with a certain educational institution due to poor student preparation. 

As mentioned before, some continuing education has been offered. From the 
data available, the system of liaison between educational program and clinical 
center for continuing education purposes appeared functional, A majority of 
the programs stated that they offered continuing education courses for 
their affiliating centers (51 to 78 percent), A significant problem reported, 
however, is the dissemination of ob^fectives. From a survey of the CIs, 44 
percent of those rif , ponding reported never receiving the student's objectives 
for clinical education from the ACCE, The other 56 percent received them 
erratically. The clinical centers appeared to handle the problem of student 
failure within the center a majority bf the time. Most often the ACCE was 
not Involved in the problem. 

The liaison on administrative matters was considered adequate. The centers 
seemed committed to seeing that the stud^ats* needs were met, whether or not 
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they actually provided the services. As for liaison in terms of personnel 
selection, less than half the centers indicated that the academic institu- 
tion had some degree of input into the selection of the CCCEs and CIs; just 
over one fourth of the ACCEs indicated input into selection of CCCEs. Gener- 
ally educational institutions set the dates for clinical "education assignments. 
Sometimes they indicate a time period, and the center sets the specific date, 
but most commonly this is considered an educational institution function. The 
center, of course, is not committed to accepting students if there is a con 
flict. Table A. 2 indicates the frequency of usage of various patterns of 
clinical education reported from the project's "soft data." The concurrent 
pattern with a final full-time block was by far the most common. (For turther 
detail on academic preparation, site selection, administrative and educational 
liaison, and scheduling, see tables in Chapters 3 and 4.) 



Factors Related to Clinical Center 

The clinical center is one of the crucial elements of the learning experience 
and virtually anything that affects it will also affect the learning that 
occurs there. The clinical centers are discussed in detail in Chapter 2, 
Section A, and Chapter 3 of this report. Some factors related to the clinical 
education site, though, have such a direct bearing on the learning that occurs 
that they should be repeated here. 

The primary factor in the clinical center which affects learning is the atmos- 
phere of the center. A positive, trusting, helping environment facilitates 
learning; it is dependent on the people, the administrative style, and the ed- 
ucational style of the center. Related to all of these are the continuing 
education activities of the staff, both as a comment on the staff s interest in 
professional growth and on the administration's commitment of time and/or funds 
for staff attendance at continuing education programs. The continuing educa- 
tion activities of the staff may also be indicative of the quality of skills 
possessed by the center's staff, which in turn affects the learning that occurs 
there. Continuing education programs presented by the clinical center for out- 
side persons (workshops, short courses) can also indicate the educational 
philosophy of the center as well as its areas of expertise. 

The student's learning is obviously affected by the variety of opportunities 
offered in a clinical center. Also important is the relationship of the insti- 
tution to outside agencies. If the center isolates itself from other agencies, 
the student cannot learn about interagency cooperation. The variety of 
learning experiences depends also on the resources available to the center. 
One center's resources may be in a great breadth of patient care experiences; 
another's may be very specific to the preschool child or the elderly and offer 
great depth. Both can offer fine learning experiences, but they will be dif- 
ferent types of learning. 

The location of the clinical center can also affect the student's learning. 
If the clinical center is at a distance from the educational institution, the 
student may have a different approach to clinical education than when there is 
close proximity and the student feels at home. The communieation between the 
two institutions xnay also be more difficult, and problems in communication 
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can interfere with "learning. A more obvious effect of the location would be 
the type of care offered. A rural health clinic, an inner-city free clinic, 
and a university medical center may offer very different experiences for a 
student. 

The clinical center's objectives for clinical education also have a bearing 
on learning at that site. The absence of objectives could indicate a dis- 
organized or disinterested center. The presence of objectives could indicate 
the opposite. Obviously, the content of the objectives has significant bearing 
on the learning that should occur. 

The final item related to the setting which affects the student's learning is 
the way the students are viewed in the clinical center, both collectively and 
individually. If one place sees students as an addition to the workforce, the 
learning experiences will be quite dif f^r<jnt from those in another, such as a 
large clinical center which employs a full-time CCCE to insure that the stu- 
dents receive the best possible experience. If the staff is not knowledgable 
about the student's level and background, the experience assigned to the student 
might not be as fruitful as when the staff knows both the previous and 
current academic coursework. 

All of these items have a distinct impact on the learning that can occur in a 
clinical education center. They must all be monitored and considered in the 
selection and/or maintenance of a center as a clinical education site, as 
discussed in Chapter 3. 



Factors Related to Clinical Faculty 

The functions and characteristics of effective clinical faculty members are 
discussed at length in Chapter 2, Section B, and Chapter 4 of this report. 
The primary characteristics of the faculty which affect learning are affective 
in nature. Repeated references to the importance of such affective character- 
istics as interest in students and patients, enthusiasm for and enjoyment of 
their work, and good interpersonal and communication skills are found in the 
literature and the results of the UNC-CH study. 

Behaviors of the clinical faculty also have a great effect on learning. From 
both the literature and the UNC-CH study we find that supportive, helpful, 
and understanding teacher behaviors, as well as skillful use of instructional 
media and patient treatment and evaluation techniques, contribute' to an 
effective clinical faculty member. (273, 090, 064, 097, US, 110, 187, 030, 
025, 087, 044) 

Another factor affecting learning in the clinical center is the degree of in- 
volvement of the clinical faculty with other groups of health teachers, 
students, and practitioners. A learning experience may have one impact if 
the CI is aware of, in contact with, and involves other professionals, and a 
different thrust if the CI is working without that contact. If an experience 
is designed to promote the concept of treatment teams, but clinical faculty 
members are unaware of the functions of the other team members, the learning 
experience may suffer. 
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The teaching and treatment skills of the clinjLcal faculty have direct impli- 
cations for the learning that occurs in the clinical education setting. The 
necessity for regularly updating these skills should be obvious. The know- 
ledge required to function as deliverer of patient care, administrator, or 
researcher is constantly expanding and changing. The CI, therefore, must up- 
date job skills continuously to maintain an adequate level of competency. In 
addition to this, the CI must also develop educational skills in order to func- 
tion competently in the role of instructor. The willingness to update these 
skills also indicates a degree of commitment that is desirable in a clinical 
faculty member. 

Another indication of the commitment of the clinical faculty member is willing- 
ness to spend extra time with the clinical student. The needs of the student 
are not confined to a working day, and persons who accept clinical education 
programs implicitly accept the responsibility of meeting the student s needs— 
both educational and, to some extent, personal. Time and effort spent meeting 
student needs and developing the clinical education program can have a distinct 
influence on the quality of learning in clinical education. 



Factors Related To Student 

The student is the center of the clinical education process, which should be 
for the student's benefit directly and the public's benefit indirectly. Since 
learning is a process which occurs within the learner, it is only reasonable 
to assume that factors which affect the learner affect the learning. 

One of the most significant factors affecting the student's ability to learn 
in the clinical education setting is his or her preparation, both academic 
preparation and preparation for each individual clinical education center 
(orientation). Academic preparation and the noneducational needs of a stu- 
dent have been previously discussed. The preparation for an individual center, 
however, includes several additional elements. The student must be oriented 
to the clinical center's rules and regulations, types of patients, staff mem- 
bers, and other characteristics before getting on with the business of learning. 

A second highly significant factor affecting the student's learning in clinical 
education is related to individual commitment. If a student is committed to 
an experience, it will be obvious in his/her attitudes toward the experience 
and performance during the experience. Commitment to the program can be signi- 
ficantly affected by allowing and utilizing student input into the program. 
The student should be encouraged to verbalize and develop individual objectives 
for clinical education. These should then be utilized in planning the clinical 
education experience. The student should also have input into the selection 
of sites for the clinical education experience. The difficulties and complexi- 
ties of scheduling usually do not, and should not, permit the student to have 
the final decision on the settings. The Project concluded that student input, 
however, should be considered. From the UNC-CH study it can be said that the 
the students usually had objectives for clinical education which were seldom 
ignored. The students also were allowed input into the choice of sites for 
their clinical education by at least 85 percent of the educational programs 
surveyed. 
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Conclusion 



All of these factors related to the educational institution, the clinical 
center, the clinical faculty, and the student have significant effects on 
the learning that occurs during clinical education. In addition to these, 
there are a multitude of other factors totally beyond the control of anyone — 
an unusually low patient^care load, sickness, withdrawal of federal support 
funds, a bad night's sleep, or a sudden change in a clinical center's staff. 
The key to preparing clinical faculty to cope with a majority of these items 
is flexibility and understanding combined with a strong educational and /or 
practice background. The former allows the person or institution to adapt 
to the suddenly changed situation and the latter provides a storetiouse of 
replacement or remedial activities that are not simply "busywork." 

Faculty development was discussed in Chapter 4, and Chapter 3 deals with the 
clinical education site. The present chapter draws heavily on both subjects 
in discussing the process of clinical education. Evaluation is the subject 
of Chapter 6, and it relates to all three — the place, the people, and the 
process. 
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Table 5.1 

PERSONNEL WITH WHOM STUDENTS HAD CONTACT 
N=130 



Personnel 




Frequency 


of contact (%)* 




Never 
% 


Seldom Sometimes 
% % 


Usually 

% 


Aiway s 

% 


Physical therapist 


0 


0 


0 


19 


82 


Physical therapist assistant 


21 


22 


33 


14 


11 


Occupational therapist 


7 


15 


40 


27 


11 . 


Social worker 


13 


31 


45 


8 


3 


Prosthetist 


11 


35 


42 


10 


2 


Orthotist 


1/ 


36 


34 




2 


Dietitian 


00 


22 


U 


0 


. 2 


Chaplain 


76 


19 


3 


2 


0 


Speech and hearing therapist 


19 


33 


41 


7 


0 


Vocational rehabilitation 
counselor 


46 


29 


20 


5 


0 


Psychological services staff 


43 


30 


21 


6 


1 


Students in above disciplines 


25 


29 


34 


9 


3 



Source: UNC-CH study, 1975 

* Frequency indicated is % of new graduates responding to each 
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Table 5.2 

LOCATION OF CLINICAL EDUCATION ACTIVITIES 
WITHIN CLINICAL CENTERS 



Clinical Center Response 
N=250 


LoCAt'foTI of ^VTlfiT""! fan Ofi 




Frequency 


of response (%)* 






Never 

% 


Seldom Sometimes 
% % 


Usually 
% 


Always 
% 


Physical therapy department 


3 


0 


6 


70 


22 


Bedside 


7 


9 


63 


14 


8 


Outpatient clinic 


37 


13 


29 


13 


9 


Preventive or screening program 


67 


18 


12 


1 


2 


Patient's home 


67 


18 


10 


2 


4 


Out-of -hospital clinic 


80 


6 


5 


2 


6 


Physical therapy facility other 
than own 


84 


10 


5 


1 


0 



Source: UNC-CH study, 1975 

* Frequency Indicated is % of clinical centers responding to each item 
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Table 5.3 

STUDENT PARTICIPATION IN aiNICAL CENTER ACTIVITIES 
Clinical Center Response 



Activity 



Frequency of participation 
(N^ 250) 



At least 
once a month 

% 



At least 
once a week 
% 



Patient or family education 
Consultation 

Case presentation and/or ward rounds 
Observation of surgery 

Patient treatment 
Patient evaluation 
Writing notes about patients 
Covering outpatient clinics 

Direct contact with physician 
Staff education (PT related) 
Patient research 
Literature research 

Consultation with administrators 
Budget development 
Dealing with personnel roatters 
Depattaental administrative meetings 

Interdepartmental administrative meetings 
Long-range departmental planning 
Internal audit 
Ordering or purchasing 

Maintaining patient records 
Maintaining financial records 
Supervision of other personnel 
Maintaining equipment 



Daily 

% 



12 


39 


41 


5 


32 


49 


18 


51 


3 


32 


3 


0 


0 


2 




3 


22 


73 


2 


27 


69 


15 


19 


22 


8 


38 


42 


27 


48 


9 


12 


17 


7 


27 


27 


6 


13 


12 


3 


4 


1 


0 


10 


9 


3 


25 


39 


2 


16 


19 


0 


9 


3 


0 


6 


3 


2 


11 


7 


1 


2 


18 


75 


4 


4 


32 


8 


18 


31 


9 


14 


49 



Source: UNC-CH study, 1975 

* Frequency Indicated is % of clinical centers responding to each item 
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Table 5.4 

STUDEK^^ PARTICIPATION IN CLINICAL CENTER ACTIVITIES 



New Graduate Response 



Activity Frequency of participation (%)* 

- (N= 130) 





Never 
% 


Sesldom 
% 


Soine times 
% 


Usually 

% 


Always 
% 


Consultation services 


25 


26 


32 


12 


4 


Teaching (other than patient) 


20 


19 


43 


14 


4 


Administration of physical 
therapy service 


19 


22 


33 


19 


8 


Planning new types of p.atient 
or community programs 


48 


35 


12 


5 


0 


Research activi^ries 


50 


30 


15 


4 


1 


Independent stud;;; projects 


34 


27 


26 


9 


3 


otatt meetings 


c 

5 


12 


24 


32 


0*7 

LI 


Labor relations 


75 


16 


7 


2 


0 


Inservice education 


9 


9 


26 


31 


25 


Rounds with physician 


22 


19 


29 


24 


8 


Review sessions ^cith specific 
staff 


19 


21 


32 


21 


8 


Lectures or presentaticns 
of new materials 


12 


19 


30 


31 


9 


Source; UNC-CH study, 1975 

* Frequency indr'-^^^ed is % of new 


graduates 


responding to each 


item 
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Table 5.5 

RECORDS NOT WIDELY USED FOR STUDENT LEARNING 



Type of record 


Percent of clinical centers 
nf^Mf^T usine record 
% (N=250) 


Annual record of departmental activities 


80 


Budget for physical therapy 


79 


Annual record of all treatments 


71 


Long-range departmental plans 


66 


Monthly record of departmental activities 


65 


Minutes of staff meeting 


63 


Monthly record of all treatments 


50 


Job descriptions 


43 



Source: UNC-CH study, 1975 
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Table 5.7 

FACTORS ABSOLUTELY ESSENTIAL FOR A GOOD CLINICAL EDUCATION EXPERIENCE 



Factors essential for 
beginning students* 



Factors essential for 
advanced students* 



Opportunity for student to 
practice patient care 

Atmosphere receptive to students 

Staff interested in teaching 
students 

Sufficient feedback on 
performance 

Students with a purpose 

Assignment sufficiently long to 
accomplish objectives 

Students that are well-prepared 



Opportunity for student to 
practice patient care 

Atmosphere receptive to students 

Staff interested in teaching 
students 

Sufficient feedback on 
performance 

Students with a purpose 

Assignment sufficiently long to 
accomplish objectives 

Students that are well-prepared 

Patient variety 

Talented staff 

Variety of educational experiences 

Opportunity for student to explore 
own objectives 



Source: UNC-CH study, 1975 

^Factors listed were indicated as "absolutely essential" by at least 50% 
of the respondent groups (ACCE, CCCE, CI, and NG) of whom the question 
i/as asked. 
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Table 5.8 

IMPORTANCE OF SUBJECT AREAS FOR INCLUSION IN CLINICAL EDUCATION 

Clinical Instructor Response 
(N=140) 



Subject areas 



Clinical skills covered in 
the classroom 

Clinical skills not covered 
in the classroom 

Attitudes and values 

Skills in interpersonal 
relations 

Teaching skills 

Special skills available 
at your center 

Administrative skills 

Professionalism 



Frequency of response (%)* 

Very Important Not very Unimportant 

important important 

% % % % 



51 

71 
67 

63 
36 

70 
16 
73 



42 

28 
31 

33 
55 

28 
61 
24 



0 
2 

4 
9 

3 
19 
3 



1 
0 

0 
0 

0 
4 



Source: UNC-CH study, 1975 

* Frequency indicated is % of CIs responding to each item 
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Table 5.9 

DESIRABILITY OF EXTENDING OPPORTUNITIES FOR PARTICULAR 



CLINICAL EDUCATION EXPERIENCES (NEW GRADUATE RESPONSE) 




(N=130) 










Frequency of 


response 


(%)* 




Strongly 


Agree 


Disagree 


Strongly 




agree 






disagree 




^ 


7 


% 


% 


Teach classes of aides and orderlipQ 




A ^ 


41 


4 


Help with weekly and monthly reports 


0 


Rn 


39 


6 


Attend department head meetings 


1 *k 




32 


2 


Do more testlns^ and p valuation of 










patients 


RO 

Dy 


M 


11 


1 


Wrltp c*asp TP'noTts 


1 0 
lo 


42 


36 


4 


Studv oroblem situation*? -fn PT 


32 


54 


14 


0 


S'npnd TnoT*P t'^fmp "fn ■{ n^^oi^on^^on t" cf'^^A\T 


9 


39 


47 


5 






jH 


14 


1 


Deal directly with referring 










physicians 


40 


51 


10 


0 


Observe physicians examining patients 


37 


51 


11 


2 


Refer patients for followup care 


32 


45 


22 


1 


Write progress notes 


41 


36 


22 


1 


Order equipment and supplies 


13 


62 


21 


5 


Arrange department schedules 


15 


54 


28 


3 


Use POMR 


19 


60 


18 


3 


Receive feedback from clinical staff 










on performance of tasks and 










procedures 


56 


29 


14 


1 



Source: UNC-CH study, 1975 

* Frequency indicated is % of new graduates responding to each item 
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Table 5.10 

CLINICAL CENTER RATINGS OF ADEQUACY OF LENGTH 
OF CLINICAL ASSIGNMENTS 



Schedules for: 



Frequency of response (%)* 

(N°127) 

Too long Adequate Too short No response** 

% % % % 



Beginning students 
Less than 1 week 

1 week 

2 weeks 
3-4 weeks 
5-6 weeks 
7-8 weeks 
9-10 weeks 

11 weeks or longer 

Advanced students 
Less than 1 week 

1 week 

2 weeks 
3-4 weeks 
5-6 weeks 
7-8 weeks 
9-10 weeks 

11 weeks or longer 



0 
0 
0 
2 

•7 
16 
21 
27 

0 
0 
0 
0 

1 

10 
31 
38 



3 
6 
16 
25 
32 
19 
13 
2 

0 
0 
2 
26 
70 
43 
17 
9 



34 
28 
22 
16 
4 
0 
0 
1 

49 
47 
46 
46 
13 
1 
0 
0 



63 
67 
62 
57 
58 
65 
66 
71 

51 
54 
52 
28 
17 
47 
53 

54 



Source: UNC-CH study, 1975 

* Each clinical center rated the adequacy of only those schedules in current 
use at that center (see "Not in use" colunm) . Percentage indicated is the 
% of clinical centers responding to each item. ^ , , . - „„i„ 

**Respondents were instructed to rate the length of clinical assignment only 
if they were currently utilizing assignment periods of that length. 
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Chapter 6 

THE EVALUATION PROCESS IN CLINICAL EDUCATION 



Evaluation in clinical education takes many forms and covers a variety of indi- 
viduals, groups, and institutions, and it should always be an integral part 
of the process of planning an educational program. This was a firm conclusion 
of the Project on Clinical Education in Physical Therapy, as discussed in 
Section D of Chapter 2 (pages 2-31 - 2-58). The present chapter includes 
further information on the subject of evaluation. It begins with a brief 
statement of evaluation purposes, and then goes on to present some basic 
considerations in planning an evaluation program. There is a section on 
evaluation methods, including steps in instrument development, and the chapter 
ends with commentary on several evaluation focal points in clinical education. 



PURPOSES OF EVALUATION 

Several purposes have been attributed to evaluation. One is that it helps 
to determine the worth or value of something — a person, a group, a program, 
a process, a place, an institution, or a curriculum. Another purpose is to 
gather Information that can serve as the basis for judging alternatives and 
making decisions. Evaluation is necessary to obtain meaningful feedback about 
the educational process. 

Evaluation can also be described as being performed for predictive purposes, 
in order to predict performance or expected outcomes; for descriptive 
purposes, in order to describe a program, thing, or person; and for prescrip- 
tive purposes, in order to have a basis on which decisions can be made and 
prescribed actions detailed and implemented. 

In education today, there is a trend toward closer examination of what is being 
accomplished, and how the accomplishments are being made. There is a growing 
attempt to hold the educational institution accountable for what is learned 
rather than for what is taught. "Accountability," a term with connotations 
of legal liability, may be partially defined by contrasting it with "evaluation. 

Evaluation is concerned with effectiveness; accountability is concerned with 
both efficiency and effectiveness. Evaluation is likely to be internal and 
to emphasize input and process; accountability is usually external, emphasi- 
zing output. Input, output, and process — combining both evaluation and 
accountability — are intimately related as an evaluation process in some 
evaluation schemes. (793) Accountability shifts the learning responsibility 
away from the student and onto the educational institution and the faculty, 
which are held accountable for student accomplishment. Demands for accounta- 
bility may come from society; the public may invade a profession and seek to 
control the quality, quantity, and cost of the service it provides. Demands 
may come from governmental agencies, legislatures, the courts, law enforcement 
agencies, and statewide governing boards and coordinating agencies. On the 
other hand, accountability may be internal. There is currently a trend in 
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educational institutions toward codification of the internal decision-making 
process (including codifying faculty rights and responsibilities) and 
toward increasing concern with management, with attempts to relate managerial 
efficiency to educational effectiveness, [165] 

Evaluation should encompass every objective valued by the educational institution. 
"Appraisal" may be defined as the process of deciding whether or not the 
objectives have been achieved according to criteria either available or developed. 
The term "evaluation" is also often used in this narrow sense, but more broadly 
defined, evaluation is "a process through which organizations perceive the 
consequences of action, assess their meaning for future action, and reformulate 
plans and policies." (223) 

Basically, evaluation in the educational process should be carried out to 
determine whether or not the objectives which were established, the criteria 
which were identified, and the learning experiences through which the student 
progressed have been effective in producing an individual who is capable of 
satisfactory performance as a graduate. But evaluation must do more than 
determine whether or not certain objectives were achieved; at some point it 
must also consider whether or not they were worth achieving. A program, 
course, or curriculum may be deficient in its objectives; its objectives 
may be overly restrictive, or not current. Objectives should be regularly 
analyzed for consistency and cohesiveness. [197] 

Some of the complexity of evaluation is revealed by looking at the multiplicity 
of purposes it may have. In addition to the general terms already used, 
evaluation may be described as diagnostic, formative, or sumraative. Diagnostic 
evaluation for clinical education in physical therapy is frequently needed to 
determine the current level of competency of the students before they are 
assigned to a clinical education site, or the status of a clinical center 
before a contract is negotiated. Formative evaluation is needed during 
the assignment period to determine if clinical faculty and students are 
performing as well as desired or expected. Summative evaluation finalizes 
the process and takes place at the end of an assignment or terra, or at the 
end of the curriculum, to determine if objectives of all components of the 
clinical education process have been met, and if all competencies have been 
achieved and at what level. 

In addition, evaluation may have licensure or certification of an individual 
or accreditation of an institution as its purpose. And evaluation may be 
carried out as a form of justification, to defend what is planned or what 
has been done; as a form of auditing, to monitor an ongoing activity in 
order to make it conform to a standard; or as a form of learning, to provide 
a basis for changing activities, objectives, or standards of behavior. (223) 
Any educational program may be thought of as a group of hypotheses; an evalua- 
tion may be regarded as the application of the scientific method to educational 
phenomena in an attempt to prove or reject these hypotheses. (169) 

Scriven characterizes evaluation in education as the attempt to answer certain 
types of questions about educational "instruments" (an all-inclusive term 
which he uses to refer to teachers, teaching techniques, educational media, 
curricula, and the like). Its purpose as such is to determine how well the 
instrument performs, how it affects students (and other variables), and 
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whether or not it is worth what it costs, (197) 

Regardless of one's source of information or guidance, it is a vital part of 
the evaluation process to detemine the purposes for whicn the evaluation 
program is to be designed and implemented prior to taking the further steps 
in developing the program, as discussed in the following pages. The important 
thing to remember is that the ultimate goal of an evaluation program is 
improved performance, end-products, or outcomes, depending upon one's pre- 
ferred terminology, and not measurement for the sake of measurement or ritualistic 
response to formal demand. 

To summarize the foregoing, evaluation has specific purposes for certain 
situations. For physical therapy education one role would be to determine 
the outcome of student learning, A second role would be to detemine the 
value of the curriculum, whether or not it has fulfilled its objectives and 
if the objectives are valid and appropriate, A third role might be assessment 
of the administrative structure and managerial effectiveness of the educa- 
tional institution, the clinical center, and the interorganizational relation- 
ship. 



BASIC CONSIDERATIONS IN EVALUATION 



Overview of the Process 

A simplistic way to look at evaluation is to say that it has the following 
stages: planning, implementing, evaluating the data, interpreting the 
results, and replanning, (793) For purposes of Project deliberations, 
the seven-step cycle applied in Chapter 2 appears appropriate in describing 
the evaluation process involved in clinical education (see Figures 2,1 and 
2,2 on pages 2-32 and 2-34), 

Step 1 is to determine the objectives, the rationale, the reasons, or the 
purposes for evaluating the clinical education site, the clinical faculty, 
the student, the learning experiences, and the curriculiom. In the literature, 
this has been described by some as part of the planning process and as that 
phase called determining desired outputs, those things which are desired to 
be accomplished. 

Step 2 is to determine the criteria by which the objectives will be judged. 
This step has been called establishing desired inputs. 

Step 3, sometimes considered part of the implementation stage, is to detemine 
the processes to be carried out and who will do the work to develop the 
methodologies, devices, or instruments. In clinical education many people . 
should be involved in this detemination activity — students, clinical faculty, 
administrators, consumers of physical therapy services, and peers of both 
students and faculty. This activity, frequently called the desired process, 
should also detemine when the processes should take place, who will utilize 
the devices or instruments which have been designed, and for what specific 
purpose the devices will be used. Examples of diagnostic, formative, and 
summative purposes are to diagnose a student prior to assignment, to assess 
the level of achievement during a period of assignment, and to determine the 
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level of competency achieved by the student at graduation time. 

Step 4 Is to put In motion the processes previously determined to gather the 
data and Interpret It. 

Step 5, part of the evaluation phase, requires those responsible to feedback 
Information to the evaluatee. Without adequate and complete feedback, the 
entire evaluation process serves a limited purpose. The findings should be 
used to reinforce the good and to point the way to modification and changes 
In those areas that need new directions, new behaviors, or new levels of 
performance. Evaluation can provide objective Information upon which to 
base modifications of the educational program. 

Step 6 Is part of the replannlng phase where, based on an analysis of the data, 
modifications are made In the objectives (new desired Inputs) and new criteria 
are determined (new desired outputs). In clinical education, these modifica- 
tions need not wait until the end of the year, but can take place within an 
assignment, within a term, or even on a brief day-to-day plan. 

Step 7 Is to Implement the new objectives (new desired outputs) by making 
changes based on best judgment and the receptlveness of those evaluated. 

The preceding Is a very brief recapitulation of the evaluation process as 
diagrammed In Figures 2.1 and 2.2 and as described on pages 2-33 and 2-35. 
The reader Is also alerted to the step-by-step applications to the evaluation 
of places, people, and process In the text of Chapter 2 (pages 2-41 - 2-58). 

In physical therapy education a great deal of emphasis has been placed on 
evaluation of the student, with lesser emphasis being placed on the evaluation 
of the clinical faculty, the clinical center, the curriculum, and the learning 
experiences. The literature places greater emphasis on performance evaluation 
of individuals than it does on evaluation of organizations or programs. The 
Project's effort in the area of evaluation has been not only to direct atten- 
tion to the formulation of more adequate performance evaluation programs, but 
to acknowledge that sound methodology must also be applied in evaluating the 
clinical education site, the clinical education program, and the learning 
experiences in which the students are Involved. 



Preliminary Questions and Cautions 

As described in the preceding pages overviewing the entire evaluation process, 
an evaluator typically proceeds by ascertaining what the objectives are for 
a given educational situation and then determining the criteria by which 
the achievement of these objectives can be measured. In addition to deciding 
upon criteria, one must select methodology to measure the abstract quality 
in which one is interested. Methodology, including instruments and their 
development, is discussed in detail later in this chapter. Here the emphasis 
is on some preliminary questions to be asked and some pitfalls to be wary of. 

In conducting an evaluation, one must obviously determine what is going to be 
evaluated, why, by whom, and how. First is the focus: what person (e.g., 
student or faculty member), organization (e.g., clinical center), process 
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(e.g., learning experience or curriculum)? In what period (e.g., a semester 
or an entire program) ? What questions need to be asked? Second is the purpose: 
why the evaluation? What is the evaluation process designed to achieve? . 
Third is the source: evaluation by whom? The instrument or methodology 
chosen is the answer to the question of how to evaluate. 

As mentioned at the beginning of this chapter, in determining the purpose and 
focus of the evaluation to be conducted, one may regard evaluation as essentially 
a process of gathering information to serve as a basis for making certain judg- 
ments and decisions or predicting performance (e.g., in education, as a basis 
for modifying objectives, behaviors, or the learning activities). It is 
therefore necessary at the outset to specify the judgments and decisions to 
be made and to describe the information needed to make them. 

At some point one must also decide who will conduct the evaluation. Will it 
be a personal self-evaluation or an institutional self-study? If not, will 
outside observers be utilized, or will one's peers or superiors within the 
institution itself conduct the evaluation? Will several methods be used 
to evaluate a person or an organization? The purpose of the evaluation will 
determine the appropriate answers to these questions. 

The concepts of reliability and validity are relevant here. Briefly, relia- 
bility refers to the consistency and accuracy of a measure. Validity refers 
to the degree to which measurement results actually measure what is intended. 
The reliability and validity of both self-evaluation and peer evaluation are 
open to question, and as a consequence these techniques may not have been 
used as often as they might. The controversiality results in part from the 
fact that these are not traditionally used evaluation techniques. Certain 
considerations are unique to each of these two modes of evaluation, which are 
considered individually in the following pages. The reader is alerted to 
Appendix E, "Evaluation Examples," which is designed to illustrate a variety of 
items from evaluation instruments and approaches discussed here and later in this 
chapter. Some examples indicate good features and others display less 
desirable characteristics. 



Self-Evaluation 

People involved in evaluating others are becoming increasingly aware of the 
value of involving the individual being evaluated in some type of formal 
self -evaluation. Self-evaluation encourages one to take responsibility for 
the quality of one's own performance. Self -evaluation can furnish one with 
greater insight into one's own problems and provide a definite basis upon 
which to structure broad goals and specific objectives. An attitude of 
wanting to find out how one can be more effective greatly facilitates behavioral 
change. The process can be effective with students as well as with members 
of the clinical faculty. 

The evaluations of others become more valuable when they function as input 
into the self -evaluation process. Comparison of self-ratings with ratings 
by others can clarify what an individual does not know about how he or she 
"comes across." (057) This type of comparison can also give the individual 
being evaluated a chance to estimate the validity and reliability of the 
data collected and to state an opinion on planning future activities for him 

6-5 



239 



or her on the basis of the evaluation results. (245) Any wide variation 
between self-ratings and ratings by others certainly indicates a need to 
reexamine the situation. The same device might possibly be used for self- 
evaluation and for peer or supervisory evaluation of a person. The same 
device is less likely to be appropriate for both self-evaluation and peer 
evaluation of an organization or program. 

Self-evaluation has been assuming importance in the business world In recent 
years as an essential ingredient of the management-by-objectives approach 
to appraisal — one method for self-evaluation. Objectives are set jointly by 
superior and subordinate, and the method to be used for determining whether 
or not objectives have been attained is spelled out in advance, thus pro- 
viding a basis for future appraisal conferences. A study of managers and 
subordinates in business has indicated that if the subordinate brings written 
or verbal appraisal of his/her performance to the manager for discussion, 
rather than waiting to be called in for a discussion of a manager-prepared 
appraisal, the appraisal interviews are more satisfactory, the subordinate 
is less defensive, and greater improvement of on-the-job performance results. 

[034] The employee has been forced to think systematically about his/her 
job and performance, differences of opinion about job requirements and job 
performance have been clarified, and the upward flow of information has 
resulted. This method appears most appropriate for members of the clinical 
faculty and can be utilized with students on a unit or term basis. 

The process of self-evaluation is particularly important in the education of 
professionals. Self-evaluation should be a lifelong habit in a professional; 
surely it is appropriate to encourage and teach this habit as part of the 
educational experience of professionals. A professional person is expected 
to be able to judge one's own performance and to take responsibility for 
being informed and up-to-date. The individual must also take the responsibility 
for getting the continuing education necessary to remain so. The formal and 
rigid nature of evaluation as typically practiced in most educational settings 
has little relevance to everyday life; self -evaluation can help to bridge the 
gap between education and the real world, and help to eliminate some of the 
competitiveness associated with most grading practices. [174] The physical 
therapy student in the clinical setting should be helped to determine his/her 
own degree of competence and to recognize his/her own assets and liabilities; 
the student should also be involved in developing plans to develop strengths 
and to minimize weaknesses. 

Self-evaluation, though rewarding, is difficult. It assumes a very high 
degree of objectivity and maturity on the part of the individual and some 
people are not capable of this. (^97, 061) Certainly the educational 
experience of most people has, if anything, crippled their ability to evaluate 
themselves. But perhaps the fact that many people are not capable of meaning- 
ful self-evaluation indicates an even greater need to encourage its use. 
Some researchers have found that self-ratings are too high on desirable 
traits and too low on undesirable traits. (099) But it also must be kept 
in mind that social conditioning to be modest may cause superior individuals 
to underestimate themselves. Distortedly favorable self-evaluations 
probably result most frequently from a felt need for self-defense or self- 
enhancement. If the person reviewing the self-evaluation is accepting 
toward an individual no matter what his self-evaluation reveals, distortions 
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should gradually be reduced. (794) In the midst of whatever difficulties 
present themselves, it is also important to remember that self -evaluation, 
though difficult, is rewarding. Understanding of self is one of the most 
important and operational insights to be obtained from any experience. [174] 

The concept of self-evaluation may be and has been* extended to an organizational 
level, where the term often used to describe it is "institutional self -study." 
The purpose of this type of self-evaluation is to give the people within 
the institution a common understanding of the institution which they can use 
to identify and chart new directions, eliminate problems, and preserve 
strengths. (274) 

Self-studies are the mechanisms utilized in the accreditation process for 
institutions of higher education, and self-evaluation guides and methodologies 
are utilized in surveying physical therapy educational programs. Appendix 
B, "Standards for a Clinical Education Site in Physical Therapy," includes 
guidelines for applying the standards. One use recommended by the Project 
is self-evaluation by a clinical center. 



Peer Evaluation 

The formal use of peers to observe the performance of their colleagues has, 
like the use of self-evaluation, been increasingly widely implemented in 
recent years. The concept of peer evaluation has been broadened by some 
to include any review of a person's performance by a peer group — e.g., 
professional standards review organizations (PSROs) , medical record auditing, 
and the like. Some of these types of review are discussed later in this 
chapter under the heading "Other Evaluation Methods," pages 6-23 - 6-27. 

Peers are advantageously situated for the observation of some types of 
behavior, and peer evaluation can be appropriate for gathering data about 
social acceptance, interpersonal relations, personal characteristics (e.g., 
discretion, sincerity, or courtesy), and habits observed in on-the-job 
behavior. (754) The advantage of peers as evaluators lies partly in proximity; 
peers may be able to observe a larger sample of behavior in the ordinary 
course of events than a superior or an outside evaluator. Another advantage 
is that a person's behavior may be less restrained and less calculated to 
give "the right impression" in the presence of one's peers, which may be 
the reason that many people are reluctant to evaluate their peers and 
feel that such evaluation is unfair. These feelings must be taken into 
account in designing any peer-evaluation device; they may be at least 
partly overcome by asking only for positive feedback (e.g., nominations 
for outstanding qualities) . Heifer concludes that peers are capable of 
evaluating certain aspects of their colleagues' performance in a reliable 
and valid manner, particularly in the area of interpersonal relationships — 
an area difficult but not impdssible to measure by other means including 
performance evaluation. (703) However , ^^peers must be asked to rate only 
colleagues whom they know reasonably well on performances they have actually 
had an opportunity to observe. 
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Evaluation by Superior 

The more classic system of evaluation is for supervisors or superiors to 
evaluate a person's performance. The process by which the classroom instructor 
evaluates students has received considerable attention. Physical therapy 
students have long been evaluated primarily by their clinical instructors 
(CIs) and other faculty members. Much time and attention has been devoted 
to developing measurement techniques for evaluation of the students by the 
clinical faculty. Informal components of the self-evaluation process have 
been involved in the methodology most often used (e.g., when the student is 
asked, "How do you think you are doing?"), but little structure has been 
given to that aspect of the evaluation process. 

Systems for evaluating the clinical faculty members and the student or other 
individuals might wisely have several components — self, peer, and superior. 



Sources of Error 

If important decisions are going to be based on evaluation results, the 
evaluator obviously needs to be concerned with whether or not the measures 
obtained in the course of evaluation are "true" measures, and with whether 
or not the information gathered through the process of evaluation is valid. 
This is an extremely important preliminary consideration in evaluation 
planning. A certain amount of error is inevitable in any evaluation effort, 
but it is important to be able to estimate the amount of error involved, so 
that judgments can be tempered accordingly and decision-making improved, and 
to do everything possible to reduce error. Evaluation results are only as 
good as the instrument which produced them, and a good one must possess an 
appreciable degree of validity, reliability, and practicality. What follows 
is a discussion of some of the methodological problems involved in achieving 
these qualities, with particular reference to the area of performance 
evaluation based on observation, the type of evaluation of the individual 
(e.g., faculty member or student) which is perhaps the most pertinent to 
clinical education. Issues such as sampling, the use of context and inference 
by observers, and observer error are considered. 

Validity, as briefly defined earlier, is the extent to which the measures 
obtained by an instrument actually describe what they are supposed to 
describe. Reliability refers to the consistency of the instrument as a 
measuring device, its tendency to obtain the same results from similar 
events.' The higher the reliability of an instrument, the less the variation 
in scores due to chance factors or observer error. Reliability may actually 
be considered an aspect of validity, for an instrument cannot be any more 
valid than it is reliable. Reliability without validity, however, is 
useless, for evaluation results may be consistently misleading and still be 
considered reliable. Results must be valid to be genuinely useful. Even 
practicality assumes some of its importance from the fact that low practicality 
may make the correct administration of an instrument unlikely and thus 
lower its validity. 

Validity may be difficult to ascertain in some cases, but intelligent 
attention to matters known to affect validity is always possible, and its 
overriding importance dictates that it be the primary consideration in 
any evaluation program. The validity of an observation instrument is 
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affected by the observability of the behaviors being evaluated, the 
objectivity of the instrument (and related problems of inference, context, 
and observer effect) , the representativeness of instrument items of the 
behaviors under study, the clarity and specificity with which the instrument 
items are stated, and the adequacy of the criteria of proficiency used. 

However, the validity and reliability of the results obtained through 
evaluation based on observation are a function not only of the design of 
the evaluation instrument, but also of the evaluative competency of the 
observer. In one sense, the observer actually is the evaluation instrument 
in performance evaluation; the rating form or any like device which is 
used to record observations does not itself evaluate, but only serves to 
focus observation and structure information. [154] 

The most obvious source of observer error in performance evaluation is 
variability of skill in evaluation among observers. There is a tendency in 
education to assume implicitly that a teacher, as an expert in the field, 
knows good from poor performance, but such is not necessarily the case; 
some faculty members and administrators cannot even distinguish performance 
from personality. Levels of experience with and sophistication about 
ev£..T nation vary, as can the extent and nature of training in observation 
and evaluation. Also, the validity of clinical performance measures may 
sometimes depend upon the clinical competence of the observer. An inexperienced 
observer may miss the critical details of a physical examination procedure 
and make judgments on a global observation ("things are going well") rather 
than the specific behaviors the student exhibits ("the hands are well placed"). 

Observers also vary in their willingness to evaluate. There is a certain 
amount of reluctance to sit in judgment on others in everyone, and passage 
of the Buckley Amendment (Federal Disclosure Law) probably has increased 
this reluctance. Willingness to make the effort necessary to ensure valid 
and reliable results is also a function of the time which the evaluator can 
take from other duties in some cases. Practicality of the observation 
instrument becomes an important consideration in those circumstances. If 
the evaluator does not understand the need for and importance of evaluation, 
motivation will also be affected negatively. 

Even the skillful and willing evaluator is only human and is inevitably 
subject to a certain amount of influence due to extrinsic factors that 
have nothing to do with what is being measured. [154] Extrinsic factors 
include the amount and nature of previous information which the evaluator 
has about the individual being evaluated, the emotional and physical well- 
being of the evaluator, and observer preferences, expectations, needs, 
feelings, and biases. Though such factors are an inevitable source of error 
in evaluation, the degree of influence which they exert can and should 
be controlled. 

Rating scales are susceptible to certain types of bias generally referred to 
as types of rater error, which may be grouped in categories. First is 
error of leniency; raters tend to be more lenient in rating persons they 
know well, or they may go to great lengths to avoid leniency, which also 
distorts the rating. Second is error of central tendency which refers to the 
tendency of raters to avoid the extremes in any rating situation. This 



adversely affects any attempt to differentiate among the individuals being 
rated and provides less meaningful data for guidance. 

Then there is halo effect, which forces the rating of any trait in the direction 
of the general impression the rater has of the individual being rated. -For 
instance, a student who is academically adept and consistently gets high 
grades may automatically get high grades in cj^nical education even though 
the actual performance may not deserve the high rating. The fourth source of 
error is logical error. Because some trails '^re logically quite similar to 
others, the rater may rate them similarly^ not making the necesfjary distinc- 
tions between traits. Contrast erroii: refars to the tendency of the rater to 
read into the behavior of someone Hd,ng rated signs that they are at opposite 
ends of the continuum of the train'' beix)3 judged. Finally, there is proximity 
error, the tendency of the rater to rate item 2 at the same point of the 
scale at which he/she rated item 1, item 3 at the same point as item 2 and 
so on. [099] 

Evaluators can be educated to be alert for unaware bias in their evaluation, 
but training alone will not eliminate observer error. Instrument design is 
of major importance in the reduction of observer error. This leads us back 
to a consideration of the instrument as a source of error. What follows is a 
discussion of instrument validity, derived almost entirely from an article by 
Herbert and Attridge, [105] 

Instrument objectivity is a function of "the extent to which the instrument 
lends itself to change by the observer on the basis of his own preferences, 
expectations, needs, feelings, and biases," and of the extent to which the 
instrument may cause the observed subjects to change (observation effect or 
measurement interference effect). Three general types of problems affect 
objectivity: problems of inference, context, and observer effect. 

Observer inf erexv;^:^^ lu^iy be defined as "the degree of observer judgment inter- 
vening between actual data observed and the subsequent recording of that data 
on observational instruments." Ideally, any inference about or interpretation 
of data should take place after recording, not before. All observation 
involves judgment, but instruments differ in the amount of inference which 
they require. High-inference items offer potential for distortion. For 
example, a rater may gravely distort an item called "professional judgment," 
but an item on"progresses patient's treatment appropriately" offers less 
chance for distortion. A high degree of inference is required if the charac- 
teristics one is asked to observe are global or nebulous, if categories are 
poorly constructed or poorly defined, if the observer is asked to evaluate more 
than one specific event or behavior at one time or in one item, or if terms 
are not clearly and consistently defined. However, the use of only low-inference 
items in complex behavior situations may also result in distortion, in part 
through their selectivity. If inferences are made later by someone not 
present at the time that the behavior occurred, a further opportunity for 
distortion occurs; all relevant aspects of the situation may not be taken into 
account in making these inferences. 

This brings us to the problem of context, the surroundings in which the 
behavior being observed takes place. This includes every aspect of the 
environment, whether physical or social, and behavioral and temporal context 
as well; ventilation, light, noise, interruptions, and confusion are examples 
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of context. The amount of context which observers take into consideration in 
recording any behavior can vary from observer to observer and thus introduce 
error. Yet context cannot be ignored when observing complex behaviors . For 
instance, a student should not be rated on ability to develop a treatment pro- 
gram on a day the patient load doubles. The context (unusual patient load) 
must also be considered. The necessity of considering context increases if 
an instrument requires a high degree of inference. To completely neglect 
context would imply that the setting does not influence behavior, and this is 
probably an untenable assumption, and more so in a clinical setting than an 
academic setting. 

Observer effect is a special case of the problem of context: when the 
observer and any personnel, procedures, and equipment involved in the evalua- 
tion process are a part of the context in which behavior occurs, the behavior 
may be affected by these presences. The student may act quite differently 
when the CI is close at hand than when the student is treating the patient alone. 
It can be difficult to determine the extent and nature of this effect. It has 
been claimed that observer effect, if it exists, wears off over time, but 
little empirical evidence exists as to when this does and does not occur. 

Representativeness is another validity issue. One must consider whether or 
not the instrument items are representative of the behaviors under study (a 
sampling issue), as well as the likelihood that the behavior observed is repre- 
sentative of the behavior under study. Is it normal behavior? It may, for 
example, have been influenced by context to an unusual degree. If an instru- 
ment lacks representativeness, the generalizations made from the results it 
produces will not be meaningful. Kelly claims that the validity of ratings 
is heavily dependent on the appropriateness of the behavior sample used a.^ a 
basis for judgment. [123] 

The validity of an observation instrument is also a function of the degree of 
observability of the behaviors included in the instrument (whether those 
behaviors are capable of being perceived by any trained observer) . 

Reliability, as previously noted, is usually defined as consistency. The 
reliability of an instrument refers to the reproducibility of the results 
obtained with it. Herbert and Attridge point out that reliability is actually 
a property of measures obtained, not of the instrument itself or of the observers. 
Qualities of the instrument, procedures, and qualities of the observer all 
constrain the reliability of these measures; e.g., even an instrument which 
has been demonstrated in the past to produce reliable measures may not do so 
in the future if it is used by untrained or inept evaluators. 

Interobserver agreement (the extent to which two or more observers observing 
and evaluating the same behavior at the same time come up with the same results) 
is the most common way of determining reliability reported by researchers in 
observation. A measure of interobserver agreement is very useful, but it is 
important to remember that interobserver agreanent in itself will not en- 
sure reliable evaluation results — ^whether or not two observers agree today 
will not predict whether the results obtained by either of them will be 
reproduced tomorrow. In the evaluation of clinical performance, interpatient 
variance has been found to contribute to interexaminer variability. [143] 

215 
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The validity and the reliability of an evaluation instrument should be 
tested. There is little evidence that devices utilized in clinical education 
have been subjected to these tests. Descriptions of the methods of obtaining 
measures of the reliability of an evaluation instrument are available In 
most standard textbooks dealing with statistics or psychometrics . (022) 

Only a few brief remarks on types of validity and validation procedures are 
included here. Content validity refers to the degree to which the items 
of the instrument sample the behaviors about which conclusions are to be 
drawn (representativeness). We can hardly assess the student's competence 
in nonverbal communication by counting the number of times the student 
smiles while demonstrating an activity for the patient. Appropriate judges 
(experts) can be used to assess the content of the instrument as a validation 
procedure. 

Construct validity refers to the degree to which the theoretical claims and 
supports of the instrument can be substantiated logically and empirically. 
Take equivalency examinations, for example. Does a passing grade on a 
challenge examination indeed mean that the student has the same competence 
as another student who took the course and passed? A validation procedure 
would be to determine whether or not generalizations based on the data will 
hold up. 

Criterion-related validity refers to scores on the instrument in relation 
to an established criterion. One should be able to defend one's choice of 
a criterion. Criterion-related validity may be either concurrent or 
predictive. One primitive way of determining concurrent criterion-related 
validity would be to compare the instrument's findings with the opinion of 
one or more observers assessing the same behaviors without the benefit of 
an instrument. ^Comparison with an already validated evaluation instrument 
measuring similar behaviors would be highly desirable, but such instruments 
are not usually available in physical therapy education. A validation pro-^^ 
cedure for predictive criterion-related validity would use some measure of \ 
future performance as the criterion. ) 

i 

Face validity is described as the degree to which an instrument appears to 
measure what it is supposed to measure. The developer of the evaluation 
instrument, colleagues, and users of the instrument must apply their intelli- 
gence, intuition, and reason to determine its face validity. In some fields, 
the face validity of an instrument is considered desirable for public relations 
purposes, but not otherwise important. Face validity is considered by others 
to be an acceptable kind of validity for an instrument to have, but it is 
not so designated by the American Psychological Association. (022) 

If an evaluation instrument lacks practicality, this can poae difficulties 
for the evaluator, and results may be affected as a consequence. The ease 
with which an instrument may be administered and the ease with which a 
system of evaluation may be implemented are examples of practicality. The 
cost of developing and administering the instrument and the amount of 
training required to use it are other practical considerations. Length of 
the instrument can affect ease of administration: if the evaluation instrument 
is too long it will not be practical. One must not forget, however, that 
if it is too short it may not be reliable. Also a short Instrument may not 
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be valid in that behaviors may not be adequately sampled. 



This concludes the presentation of Basic considerations in starting the 
evaluation process. Some of the questions to be asked and answered early 
in the planning stage and again in the replanning stage, have been suggested. 
A brief review of "evaluation by whor" has introduced some evaluation 
methodology, and some caveats in developing reliable and valid evaluation 
have been set forth. The following section takes a closer look at evaluation 
methods appropriate in physical therapy education. 

A CLOSER LOOK AT EVALUATION METHODS 

The following discussion of evaluation methods opens with some guidelines for 
designing instruments. Criteria and standards are discussed, as well as 
scale construction, item selection, and the development of instructions to 
the evaluator. Then some of the various methods of collecting evidence are 
described, with comments on the advantages and disadvantages of each. 

Although performance evaluation methodology is emphasized, this should not 
be interpreted to mean that evaluation in clinical education is restricted 
to the performance of individuals. Whatever the methodology, an evaluation 
program should include assessment of the clinical education site, the 
learning experiences, and the curriculum. Furthermore, other focal points 
for evaluation are relevant, health services for example. Clinical education 
occurs at the interface of education and service, so such matters as quality 
of patient care are of considerable practical interest. It is beyond the 
scope of the Project on Clinical Education to cover evaluation for purposes 
other than education, but it should not be forgotten that existing evaluation 
results for other principal purposes may be vety useful to those concerned 
with clinical education decision-making in physical therapy. 

Steps in Instrument Development 

As .the foregoing discussion of inconsistencies and difficulties in evaluation 
has indicated, the effort to achieve valid evaluation results has two major 
components: (a) proper instrument design (including instructions to the 
evaluator) and (b) rater training. What follows here is an outline of the 
stepfc involved in developing an instrument and some guidelines for development 
which should help to ensure its validity. 

The construction of a good evaluation instrument is a fairly difficult 
undertaking, and someone knowledgable about and well trained in the area of 
evaluation should ue involved in the process of construction, at least in 
the role of a consultant. Some benefits have been found to derive from the 
involvement in its development of those who will use the instrument, and 
even those who will be evaluated by it. [017] Development of one's own 
evaluation device as a group effort has been found to improve attitudes 
toward evaluation, to serve as a learning experience, and to lessen resistance 
to a new system of evaluation. 1046] The process of developing criteria, in 
particular, may make subsequent evaluation easier by requiring evaluators to 
think clearly about what they are looking for. In developing a device, one 
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need not act in a vacutim, nor is it necessary to reinvent the wheel. Con- 
sultation can be sought, and it may be possible to combine efforts with 
others who require a similar evaluation instrument. 

Before proceeding with the actual construction of an evaluation instrument, ±t 
is necessary to define the intended purpose and focus of the instrument in 
some detail. An evaluation instrument is designed to achieve certain ends, 
and these should be made explicit in a written statement of purpose. The 
determination of focus is a somewhat more complex undertaking. The word 
"focus," as used here, is broad and includes: (a) subject focus — who or what 
will be evaluated, and in what aspects; (b) behavior focus — whether the 
instrument will look at the cognitive, the affective, or the psychomotor 
domain, or all three, or at verbal or nonverbal behavior, and whether the 
evaluation will be based on an analysis of behavior itself or on the effects, 
results, or outcomes of behavior; and (c) substantive or content focus — 
whether the instrument is to evaluate technique, knowledge of theory demon- 
strated in patient care, or something else, [105] Whatever the focus 
is acknowledged to be, it too should be in writing. 

In education, the aim or purpose of many evaluation instruments is to determine 
whether or not certain objectives have been achieved; these objectives must 
be specified. Then the developer of the instrument must decide what criteria 
will be used to determine whether or not the objectives have actually been 
achieved. Criteria are accepted indications of desired behavioral changes 
which indicate achievement; criteria are th^ §g.7iLgnt features against which 
success can be judged. (077) Stating criteria inve^ives describing the 
behavior that distinguishes the indivi<3ual who has achf^eved the objective 
from the individual who has not, [0&8) The focu^ of s\n instrument will be 
dictated in part by the nature of the o&iectives whose attainment is being 
ascertained and in part by the types- of erineria which are to be used. 

In performance evaluation, determining the focus of the ewaluation instrument 
consists of deciding what dimensions of performance to include, and criteria 
are determined by defining good and ba<i performance along each dimension. Each 
category of performance must also be ass'igned a weight, :3ust as criteria 
must be ranked, for all are not of equal importance. (0/7) The developer 
of an instrument for evaluating performance iB^ast som^hov arrive at a definition 
of effective performance. In clinical education, this may necessitate 
documenting what professionals actually do, or which of their duties are 
perceived as important. Documentation may be accomplished by surveys (e.g, , 
the critical incident technique), observations (e.g,, job analyses based on 
activity diaries or the reports of trained observers) , or correlational 
research (e.g., using teacher behaviors which have been shown to correlate 
with student achievement to define effective teaching). {/52) This 
produces definitions of effective performance which are either normative 
(based on the opinions of professionals) or empirical (derived from practice), 
(032) 

The critical incident technique is a commonly used method for generating lists 
of discrete behaviors which have been identified as critical elements of job 
performance (elements crucial to success) , These behaviors have been isolated 
from anecdotes relating incidents in which particularly effective or parti- 
cularly ineffective behavior has been exhibited; these behaviors are in turn 
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used to compile profiles of the effective and the ineffective individual. 
Barro recommends the use of the critical incident technique both to determine 
which dimensions of performance to include in an instrtiment, and to define 
good and bad performance. [032] McDaniel has used the critical incident 
technique to develop a profile of the ideal physical therapist. {148) 

Less formal attempts to define good and bad performance may involve having 
prof essioR^^ls write essays describing the best and worst practitioners of 
the profession they ever knew; a list of characteristics of good and poor 
professionals can be extracted from these. [060] Essays on good and average 
performers can be culled for items describing observable behavior; experts 
can then select an individual whom they feel to be outstanding and an individual 
whose performance is generally unsatisfactory, and rate each of these indivi- 
duals on each behavior to see which items differentiate them. [017] 

Another approach is to have an expert logically analyze his knowledge of the 
field, breaking down complex skills into component behaviors. A group 
judged proficient can be compared with a group judged not proficient to see 
which behaviors differentiate performance of the skill. [020] 

After effective performance and ineffective performance have been defined, 
performance standards or statements of competency must be specified. These 
should indicate how well, how much, in what time, and/or in what manner the 
individual being evaluated is expected to perform his assigned tasks. Task 
analysis may be of benefit in setting performance standards. It involves 
identifying the task, identifying any objects involved in performing the task 
(e.g., part of the patient's body), specifying the basis for initiating 
action, describing any equipment necessary for performing the task, describing 
step-by-step the action to be taken, and describing the final outcome expected. 
One should focus on important regular and routine tasks, writing down what 
the student should or should not do in order to convince someone that he 
has performed the task satisfactorily. This will produce quantity^ quality, 
time, and method standards. These standards should be specific, descriptive, 
and applicable to the task. [U5, OSS, 139, 077) 

One should also specify what constitutes an acceptable level of performance 
or level of competency. Minimal levels of performance should be specified 
before establishing the criteria for outstanding behavior. It should be 
kept in mind that a level of performance which is acceptable for a student 
may not be acceptable for an experienced physical therapist. Assigning 
scores to different levels of performance should require as little judgment 
as possible. [017, 145] 

In determining the criteria or standards for effective performance, keep in 
mind that for maximum validity, the standards for performance (clinical 
performance in particular) should be demonstrably related to the results or 
effects of performance (e.g., the outcome of patient care). (032) Dress 
and appearance, for example, may not be related to a clinician's ability to 
provide effective patient care> and should perhaps be excluded from any 
instrument for evaluating clinical performance. Whenever standards are 
normative (as are the opinions of professionals), it is always possible that 
what is perceived as important in any. definition of effective practice may 
be culturally determined or specific to that particular time and place. [154] 
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The accusation has been made that performance evaluation in clinical education 
does not measure anything; evaluators are only judging whether the student is 
fit to "join the club" of professional practitioners. [143] Performance 
evaluation of students or clinical faculty can cover the cognitive, psycho- 
motor, and affective domains, although suitable items may be more difficult 
to formulate in the affective areas. 

When the vital skill and content areas of one's objectives have been determined, 
the next step is to construct items that cover these areas. Each item may be 
a behavioral statement depicting competent performance. All of the terms 
which designate items of behaviors to be observed must be as clearly and 
unambiguously defined as the behaviors under study will permit. The items 
comprising an instrument must be both exhaustive of and representative of the 
dimensions of behavior under study. Exhaust iveness means that there is a 
category into which every behavior of the kind under study can be classified; 
exhaustiveness is often accomplished by means of an "other" category* (The 
inclusion of such a category, however, creates a danger that it will be used 
too often for behaviors which should be more specifically identified.) 
Representativeness governs the sampling from the total population of behaviors 
under study, such as those previously identified under curriculum objectives. 
(Do the items adequately represent the total universe of behaviors which 
comprise the performance being assessed, as in the area of communications or 
administration, or just a few of the roles or functions covered?) (105] 

Items constituting an instrument should also be mutually exclusive. Each item 
should be measured on only one dimension, if possible. One item cannot usually 
measure both the frequency and the quality of a behavior — a student may do 
something often and well and one item should not rate both aspects of the 
behavior. Instrument items must be as low in the degree of observer inference 
required as the complexity of behavior under study will permit. They should 
not call for the observation or evaluation of global characteristics. The 
behaviors to be observed should be discrete, clearly specified units of 
behavior, and should be clearly defined. A student should not be judged on 
"attitude," but on such specifics as "response to suggestions," "voiced 
concern for patient," and "willingness to spend extra time." Above all, items 
constituting an instrument should be relevant to its purposes. (705, T54, 
152] 

Rating scale items may consist of traits to be rated. . A trait to be rated 
should not be a composite of a number of traits that vary independently — 
each trait should refer to a single activity or the results of a single 
activity. Traits should be grouped according to the accuracy with which they 
can be rated. In describing traits, one should avoid the use of general 
terms like "very," "extreme," "average," or "excellent ." Traits should be 
judged on the basis of past or present accomplishments, not future promise. 
(099) 

Traits should be stated with as much specificity of detail as possible; for 
example, it is easier to rate "thoroughness of record-keeping" than just 
"thoroughness." The rater should be asked to describe behavior, not to judge 
it. A rater should not be asked to rate someone as "outstanding" without a 
clear definition of what constitutes outstanding behavior. Neither should a 
rater be asked to say whether the individual being rated is better or worse 
than most. The individual should be rated on his/her own performance 
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according to criteria and not compared with others as in norm rating evaluation. 
If a rating scale is categorical (not a continuum), the options should represent 
all the possibilities. Rating cagegories should be identified by descriptive 
phrases rather than by ntombers or verbally evaluative phrases; i.e., rating 
choices should be labeled "highest possible" to "lowest possible," not "excellent" 
or "poor/' (754) Descriptions of behavior rather than adjectives should be 
used as scale anchors, [046] If an item consists of a description of an 
element of competent performance, the rating choices may be the rareness or 
the consistency with which this behavior is shown. 

In deciding how many steps or rating categories to use in a rating scale, the 
following considerations apply: if one chooses too few steps, the scale will 
be coarse, and the discriminative power of the rater will not be fully re- 
flected in the results; if one chooses too many steps, the results may invalidly 
imply that the discriminative power of the rater is greater than is actually the 
case. Generally speaking, if the rater who is going to use the scale is moti- 
.vated, willing, and cooperative, it is permissible to use a greater number 
of steps than if he/she i. not. But the question of how many rating or 
scoring categories to use is a controversial one. Conklin has concluded 
that for untrained raters the maximum number of steps should be five in a 
unipolar scale, Symonds has concluded that seven steps is optimal for 
achieving reliability. But Champney and Marshall claim that when a rater is 
trained and interested, one can use up to 21 steps. There are no hard and 
fast rules in this area; one must be guided by common sense as much as anything. 
Since the population of raters in physical therapy clinical education may 
change from time to time, the five or seven steps may be most appropriate, 
[099] 

To be good, cues for rating scales should be clear (short and unambiguous), 
relevant (consistent with the trait being measured and not implying any other 
trait), unique to the trait being rated (as terms like "excellent," "superior," 
and "average" clearly are not), objective (without implications of such ethical, 
moral, or social evaluation as goodness, worthiness, desirability), and precise 
(localized to a short range of the continuum). (099) 

Certain features of rating scale design can be manipulated to reduce the kinds 
of rater error discussed earlier in this chapter. Arranging all the options 
so that all or almost all of the ratings are positive, thus making it easier 
for the rater to select some option other than the extreme positive will 
combat error of leniency, as will the use of descriptive terms or specific 
criteria to minimize the amount of judgment a rater has to make. To correct 
for error of central tendency, use phrases and words to describe the rating 
options which leave wider distances between adjacent options toward the ex- 
tremes; i.e., ask the rater to make close distinctions at the center of the 
scale so he/she can select away from the very center. It is also advisable 
to place the options toward the center of the scale further apart physically. 
If each page of a rating scale contains questions about one trait only, this 
should help to reduce halo effect. Likewise, physically separating items on 
the scale which are logically similar should reduce logical error. (099) 

Once an evaluation instrioment has taken final form, the next step is to develop 
instructions to the evaluator, which should be placed in the manual or intro- 
duction to the instrioment. These should specify ground rules for the implemen- 
tation of the instrioment in general, and for the categorization of borderline or 
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unusual behaviors. Specific guidelines are needed to produce consistency 
among observers. The nature and degree of observer inference required by 
the instrument must be explained, and methods of reducing and/or controlling 
observer inference should be offered. Rater training may be necessary to 
ensure consistent observer use of inference; if so, training methods should 
be outlined. Instructions to observers to ensure their similar use of 
contextual information should also be provided. (105) 

A word about rater training is relevant here. There is evidence that Inter- 
rater reliability (interobserver agreement) can be increased by rater training, 
though training does not always increase reliability. (123) A study con- 
ducted by Barbee involving three trained raters and one untrained rater, all 
of whom rated the same videotaped performance at least once, showed that 
significant interrater agreement was achieved by the trained raters, but 
that there was little agreement between the untrained rater and any of the 
other three. However, when some of the taped performances were rerated six 
months later, only two of the trained raters were able to duplicate their 
previous ratings with a high degree of correlation. Thus Barbee recommends 
not only training, but also periodic retraining of raters. Rater training 
should educate and inform the rater about sound principles of evaluation, 
explain the instrument to be used, and familiarize the rater with the instru-- 
ment, providing some practice in using it if possible. (029) Eeraberg 
found that collecting critical incidents served in itself to increase 
people's understanding of the principles of performance evaluation, and thus 
provided informal rater training of a sort. [106, 022) 

In addition to the instructions to the rater, the manual-type material for 
any evaluation instrument should, of course, contain a clear statement of 
purpose, including a statement of the applications for which the Instrument 
is intended and some specification of situations in which the instrument 
should not be used. (022) Guidelines as to the kinds of inferences that 
can and should be made from the data obtained from the instrument, a des- 
cription of permissible inferences, should also be included to reduce un- 
warranted conclusions and unrealistic .-applications of findings. In addition, 
"The types of reliability assessed, their meaning, and the conditions 
under which they were determined, must be reported, "as must "the methods 
employed to test its validity, the results obtained, and the purpo.i5e for 
which these results apply." [105] The practicality of the. instrument as 
determined by pretesting should also be reported; axid as mentioned above, 
training procedures for evaluators should accompany thfi instrument. (022) 



Format of Instruments 

The literature on performance evaluation appears in genaral agreement that 
the more structure an instrument provides for making observations, the better 
it is likely to be. But the methods of maasurement that inspire the most 
confidence are very exi)ensive and time-consuming and a number oi: other 
considerations are involved in deciding which methods to use in conducting 
an evaluation. What follows is a description of some of the siternatives 
available, with a brief discussion of some of the advantagt-s ard/or dis- 
advantages of each. The g^eral types of methods used for recording direct 
observations of clinical performance are narrative reports, anecdotal records, 
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rating scales, and interpersonal process analyses; Q-sort is also used for 
this purpose, but only infrequently. 



Narrative Reports 

Narrative report is the method of performance evaluation which provides 
least structure for recording observations, thereby requiring the greatest 
amount of observer inference, which greatly diminishes the objectivity of an 
evaluation. The criteria to be used in making the evaluation are often not 
made explicit when this type of method is used, and criteria may vary greatly 
from one observer to another, decreasing the reliability of the evaluation 
thus obtained. But the main hazard of unstructured observation is that 
collection of data may not be separated from judgment of data. Narrative 
reports tend to be interpreted as an invitation to make global judgments, and 
observer biases frequently have a field day with them. Narrative reports 
usually have the further disadvantage of not focusing the evaluator's obser- 
vation on particular skills or behaviors, and observation is likely to be 
less efficient when not focused. Narrative report is frequently a component 
of a more structured instrument in the form of space for "additional comments" 
on performance, and does have value as such. 



Anecdotal Records 

Anecdotal records are factual reports of significant incidents in the perfor- 
mance of the individual being evaluated. Anecdotal records should describe 
exactly what happened and in what setting; they should be dated; and they 
should be recorded immediately after observation. Value judgments and 
interpretations should be avoided, or at least separated from straight descrip- 
tion, and the words used to describe what happened should be unambiguous. (754) 

The anecdote should include a verbatim report of any conversation which took 
placG, and it should specify exactly what the evidence is that the incident 
took place if it was not observed directly. Someone who does not know the 
individual being evaluated should be able to make a fairly good judgment of 
his/her competence on the basis of a properly completed anecdotal record. 
Anecdotal records should be kept on positive events just as frequently as on 
negative ones. [020] 

Critical incidents, referred to several times earlier, are highly structured 
anecdotes. The critical incident technique is defined by its creator, Flanagan, 
as "a set of procedures for collecting direct observations of human behavior 
in such a way as to facilitate their potential usefulness in solving practical 
problems." The technique "outlines procedures for collecting observed inci- 
dents having special significance and meeting systematically defined criteria." 
{089} 

A critical incident is something someone does or fails to do which results in 
failure or success in a particular part of his job; to be critical, an 
incident must have been observed and must clearly show either outstanding or 
less than satisfactory performance, rather than typical performance. The 
report of a critical incident should include a description of the consequences 
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of the behavior reported. [106] 

Focusing on critical incidents bases the evaluation process on systematic 
observations rather than on general impressions, requiring the evaluator 
to ask "what does he do," rather than "what is he like." The requirement 
to think in terms of specific events works against the tendency to rely on 
vague generalities in assessing performance. Those whd use the critical 
incident technique become aware of the need for evaluation to be a continuous 
process, with final assessment based on an accumulative record rather than on a 
general impression, the details of which have been forgotten. Intrusion of 
the halo effect, defined earlier, becomes clear to evaluators when they are 
forced to consider each incident as just a sample of behavior. ^The requirement 
that the evaluator present only specific incidents of a person's behavior 
and not a description of his personality traits eliminates much confusion 
and the nonvalid contamination of superficial personality impressions. The 
absence of judging diminishes the natural reluctance to assess other people; 
it is a relief merely to describe what someone did. Critical incidents 
provide a concrete basis for discussion during an evaluation interview. (073) 
The use of critical incidents in critiqueing perfcjrmance can help to reduce 
def ensiveness on the part of the person being evaluated by making it clear 
that he/she is not being attacked as an individual; only the behavior is 
being evaluated. [106] 

Obviously, to obtain a representative sample of behavior using anecdotes as 
the sole source of data on which the evaluation is to be based will require 
the compilation of a record of a very large number of anecdotes. This is not 
only extremely time-consuming, it produces bulky records, and a lot of effort 
must go into record-keeping. Good anecdotal records require great competence 
on the part of the observer. Another disadvantage is that the stimulus 
situation in which the anecdotes are collected will vary greatly, requiring 
some individuals to display behaviors which others may never be called upon 
to display. Unfair comparisons may result. This is particularly true in a 
clinical setting. 

The advantages of anecdotal records are that they are highly naturalistic and 
can be used in very unstructured situations. They can reveal subtle charac- 
teristics of an individual which may elude other methods of gathering evidence 
of skill. They can be useful in revealing development of professional atti- 
tudes, ethics, readiness to assume responsibility, and attitudes toward 
colleagues, patients, and patient care. [OZO] 

Palmer used anecdotal records to aid in self-evaluation on the part of students, 
periodically asking students to write anecdotes on various aspects of their 
own clinical performance (e.g., reactions to having carried out some patient- 
care measure, self-evaluative comments on the performance of a procedure, 
reflective thoughts on interaction with a patient, analysis of a problem, 
or statements of personal feeling); this was found to be beneficial in a 
number of ways. [174] 

Though anecdotes may be inadequate as an exclusive method of appraisal, the 
collection of anecdotes as supplementary evidence of the quality of per- 
formance is highly desirable. 254 
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Rating Scales 



There are several types of rating scales, as briefly described in this 
section, which is based on Guilford except where otherwise noted. [099] 

The simplest type of rating scale is the checklist, not usually referred to 
as a rating scale at all; it may be thought of as a two-point scale: the 
behavior either did or did not occur. Checklists are a variety of "cumulated 
points rating scale," the unique feature of which is the method of scoring. 
One's score on a checklist is the sum or average of a number of points, 
weighted or unweighted. A checklist is a collection of words, phrases, 
sentences, or paragraphs describing specific behaviors to be checKed while 
observing performance. The purpose of a checklist is to determine if the 
individual being evaluated exhibits particular behaviors. Checklists are 
convenient for evaluating performance of personnel when a job is a complex 
activity involving a large number of minor objectives or routine operations 
that can be checked separately. If checklists are based on actual observation 
rather than on memory or general impressions, and if success or failure is 
readily distinguishable, this is a testing procedure rather than a rating 
procedure. 

The chief advantage of checklists is simplicity of administration. Check- 
lists require a minimum of quantitative discrimination on the part of the 
rater. Scoring is also easy. One problem, however, is that if one asks the 
rater only to check the items that apply, one is wide open to response 
biases. It is much better to require the rater to make a response to every 
item, checking "yes," "no," or "don't know" (a category to be used very sparingly). 
There is also the danger that important behaviors may be omitted from the 
list by those compiling it; on the other hand, attempting to cover the field 
completely may make the list impracticably lengthy. [OZO] Another limita- 
tion is that checklists do not tell the degree to which a student possesses 
a skill. Checklists are probably best used as a component of a device 
rather than as the only method of evaluation. 

Other types of rating scales are designed to tell to what degree the skill 
being rated is possessed. The general forms of four types are described in 
the following paragraphs. , 

Numerical scales supply a sequence of defined numbers to the observer, who 
then assigns to each stimulus an appropriate number in line with those 
definitions or descriptions. A numerical scale does not necessarily have 
to carry numbers; if a scale for rating weights ranges from "very heavy" 
through "medium" to "very light," it is considered a numerical scale whether 
numbers are added to it or not, but it probably helps to add numbers to 
increase the equality of the psychological intervals. The use of negative 
numbers is not recommended. Numerical scales are among the easiest to 
construct and to apply, and they are simplest in terms of handling, results. 
Numerical scales are often rejected in favor of other types of scales be- 
cause they are believed to be more vulnerable to biases and error, but if 
much attention is given to their construction, they are satisfactory in 
many situations. 

Graphic scales display a straight line and combine it with various cues to 
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aid the rater; the line may be segmented or continuous. Vertical rather 
than horizontal lines are recommended. Only one trait should be rated on 
a page, and ideally, every individual to be rated by that rater should be 
rated on one trait Before the rater goes on to the next trait. (See Guil- 
ford [099] for a discussion of how long the line should be, whether or not 
it should have breaks or divisions, and which. end should be the "good" end; 
also for some tips on cues.) The virtues of graphic scales are many; their 
faults are few. Such scales are simple, easily administered, interesting, 
quickly filled out, and do not bother the rater with numbers. Graphic 
scales provide an opportunity for as fine a discrimination as the rater is 
capable of making, and the fineness of scoring can be as great as desired. 
However, it would be difficult to determine how fine scoring could be and 
still remain valid. 

Then there are standard scales; these present the rater with a set of 
standards which are more than ordinary cues. These are usually objects 
(or individuals) of the same kind as whatever (or whomever) is being rated, 
with preestablished scale values. The sample to be rated is compared with 
the samples on the scale and is equated with one sample or judged as falling 
between two samples on the scale. In performance evaluation, standard 
scales may be person-to-person scales, using as the standards individuals 
known to the raters. These are no longer in general use, but the Slater 
Nursing Competencies Rating Scale is of this general type, though with the 
Slater scale every rater is using a different standard. The Slater scale 
also somewhat resembles the portrait-matching technique, which presents 
verbal portraits of imaginary individuals possessing a trait. (233) Developing 
a scale of standards is a difficult task. It is hard to get a good set of 
objective standards that have wide applicability. Standard scales are often 
crude, and the distances between the standards on the scale may not be equal. 
Person-to-person scales are very bad, and portrait-matching lacks realistic 
standards. IMs type of scale is more suitable for rating samples of hand- 
writing and the like than for evaluating complex components of performance 
such as are found in physical therapy. 

Finally, there are forced-choice ratings; in this case the rater is not asked 
to say whether a ratee has a certain trait or how much of the trait, but 
the rater is asked to say whether the ratee has more of one trait than of 
another of a pair of traits. One of the members of the pair is valid for 
predicting some total quality and the other is not, both appearing about 
equally favorable or unfax^orable to most people. Considerable research must 
be done to develop a device of this type, and each device must be constructed 
for a particular purpose in a particular population. Guilford has reserva- 
tions about this technique. It has sometimes resulted in leptokurtic dis- 
tribution of scores, i.e., poor discrimination in the central'part of the 
range. This may be due to the fact that though the rater is judging traits 
within the individual, the score derived from this judgment is supposed 
to represent differences between individuals. It may also result from 
guessing on the part of the rater. Forced-choic? rating scales originated 
in an effort to correct for leniency error, but it is not certain that 
forced choice does overcome bias. When instructed to make the ratee look 
good, raters are able to increase scores from one half to three fourths of 
one standard deviation. Forced-choice tends to be unpopular with raters, 
perhaps in part because of its name, which is somewhat misleading. All 
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rating scales force the rater to choose; forced-choice simply forces him to 
choose without knowing how his choice will affect the f avorableness of the 
final results of the evaluation. 



Interpersonal Process Approaches 

These approaches begin with the premise that a relationship exists between 
the roles that a health care practitioner assumes and his/her effectiveness. 
Communication skills are the key to these roles: the enlistment of patient 
cooperation in the therapeutic process and the provision of counseling 
require good communication skills. A number of systems are available for 
categorizing verbal interactions in order to assess quality of communication. 
Barro describes a group of studies which use Bales' Interaction Process 
Analysis to characterize verbal communication between patient and physician. 

{032) In one of these studies, Gozzi classified physician statements 
as facilitations or blocks according to whether they were related to 
preceding statements made by the patient; blocking was found to be correlated 
with patient satisfaction and patient compliance. Hess used interaction 
analysis to evaluate interviewer skill and found that it produces more re- 
liable ratings than traditional systems which required more global judg- 
ments; interaction analysis was also more useful in providing corrective 
feedback to students. It allowed communication skills to be distinguished 
from interpersonal skills. [107] 



Q-Sort Technique 

Q-sort technique has a variety of uses, one of which is as a method of evidence 
collection based on direct observation. An observer watches a student 
demonstrate a certain skill. Upon completion of the performance, the rater 
is presented with a stack of cards, each one containing a statement describing 
some possible aspect of the student's performance. The rater tlien sorts 
these cards into piles according to the degree to which the performance of 
the student is described by the statement on the card. The rater is required 
to put a specified number of cards in each pile. The Q-sort is a very 
specialized technique, and should not be used unless one has special technical 
assistance. [077, 238, 120] 



Other Evaluation Methods 

There are a number of evaluation methods which ask the student to perform 
in a situation that simulates actual clinical conditions in at least a few 
respects. Some of these methods are used for diagnostic purposes and some -to 
reduce the amount of actual clinical education experience. All attempt to 
standardize the situation or stimulus to which the student is responding while 
being evaluated. Some of these methods are: practical examinations, or 
performance tests; the use of filmed practitioner-patient interviews as a 
basis for paper-and-pencil tests; the use of simulated patients, such as 
hired actors; and patient management problems of various types. Other 
methods that do not involve observing an individual in the process of 
providing patient care in a real-life clinical situation can provide 
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indirect evidence of competence* Some of these are: medical records, oral 
examinations, interviews, log-diaries, and attitude scales. 



Simulations 

Practical examinations (performance tests) require the individual being 
evaluated to perform certain specified tasks that are part of a job, but 
which for testing purposes, are being performed outside the actual job 
situation (or clinical situation). This type of test can be carefully 
structured to include certain critical job elemem:s that might not be en- 
countered in any given random sample of clinical or on-the-job performance; 
examiners can learn exactly what to look for in the performance of any given 
task. However, such practical examinations are not generally considered 
very useful 5n clinical education, because they sacrifice exactly those 
qualities of reality in the work situation which it is most crucial for 
the student to be able to handle. They are used more often as a preliminary 
to the clinical experience, to make a preliminary check of the student *s 
mastery in a less risky situation than the actual clinical situation, or as a 
diagnostic evaluation device to assist in developing the appropriate objectives 
for a clinical assignment. 

Objective tests based on films of patients being interviewed and examined 
by health care practitioners have also been used to evaluate students, who 
may be asked to diagnose a patient *s problem, recommend treatment, or evaluate 
the performance of the practitioner in the film. Both Cline and Langsley 
have found that scores on these tests vary directly with the amount of 
clinical experience of the individual taking the test, which indicates that 
such tests probably do measure some component of clinical skill. i05S, 
132) The student's powers of observation are certainly called into play 
in such tests. (275, 730,^754, 072) 

Simulated patients (hired actors) may also be used in the evaluation process. 
The use of simulated patients in an examination situation has the following 
advantages: one does not have to worry about violating a simulated patient's 
privacy when observing his care through a one-way window, or about upsettii;\g 
him by having an observer present in the room during his care; the examiaee 
does not have to worry about causing undue stress on a sick patient; reail 
patients are relieved from being exam subjects; a simulated patient can be 
interviewed and examined repeatedly, so that the same "patient" may be 
seen by a number of different students; clinical problems can be planned 
and examiners can control content to elicit the skills they wish to evaluate; 
and the patient can report his/her impressions of the performance of the 
individual bein^ tested. However, many individual differences can be 
introduced — two actors programmed to play the same role will not give exactly 
the same performance, and two health care practitioners should not be 
expected to behave the same way with the same patient. Also, one cannot be 
absolutely certain that simulated patients have performed their roles exactly 
as instructed. When simulated patients were used in a certifying exam for 
family physicians in Canada, both examiners and candidates were favorably 
impressed with the "reality" of the situation. Lament concluded that simulated 
patients can be used effectively in assessing a physician's personal skills 



in interacting with patients. 
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A similar sort of role-playing can be used to evaluate affective skills. As 
a part of the orthopedic certifying examination, trained examiners have 
worked in pairs to rate the ability of the candidates to relate to patients 
and colleagues. One examiner takes the role of a specified patient, colleague, 
or allied health professional in a set of standardized encounters, while 
the other examiner rates the examinee who plays the role of the physician 
in situations such as reassuring an anxious patient, gaining a patient's 
cooperation in a proposed treatment plan, discussing an unfavorable prognosis 
or unforeseen bad result with a patient, instructing a nurse, dealing with 
a complex legal situation, and confronting a colleague with whom one disagrees. 
If this evaluation method is used, it is important that the examiners be 
trained and given a detailed outline of procedures and standardized case 
materials prior to role-playing. [133] 

The search by educators for less time-consuming and more reliable assessment 
methods than rating scales, oral examinations (the use of which for certifi- 
cation purposes is now challenged) , and problem-oriented records (discussed 
later) has led to the development of simulated patient diagnostic management 
problems, which have appeared in latent image and paper-and-pencil device 
forms as well as in the form of computer programs. Although the simulated 
problems differ from one another in appearance, manner of presentation, and 
scoring categories and procedures, as well as in method of- presenting cues, 
they all present the person being tested with a simulation of a patient- 
practitioner encounter. Each simulated patient management problem begins 
with a brief description of a patient with a problem, after which the 
examinee is instructed to study the available information and to make diag- 
nostic and/or therapeutic and management decisions. Each management decision 
made or procedure selected results in further information on which to base 
decisions about further procedure selection. (This information may be 
uncovered by erasing, hence the name "erasure tests," or it may be revealed 
by the computer.) Examinees may be scored on efficiency and proficiency, 
according to whether the procedures selected are unnecessary, helpful, or 
harmful. [190] 

Simulated patient management problems have the following advantages as an 
evaluation technique: (a) all examinees are confronted with the same 
problem and have the same resources, at least initially (standardization); 
(b) the student may solve the problem without fear of harming the patient; 
and (c) scoring procedures can be objective. The major limitation of these 
problems in evaluation is that actions taken on paper may not be the same 
actions that would be taken in a real-life cliaical situation; in fact 
they were not the same as actions taken in the clinic in a study by Goran 
comparing the clinical judgment of physicians with their judgment on an 
analogous patient management problem — those who performed best on the 
simulated problems did not necessarily perform best with real patients. 
Another limitation is that some competencies cannot be evaluated this way, 
e.g., the ability to establish rapport with patients. Also, patient manage- 
ment problems are quite expensive and time-consuming to produce. [145, 096] 

Simulated problems, when used as assessment techniques, appear to be most 
useful in terms of formative rather than suiranative evaluation. They can 
serve as screening devices for students who need additional instruction 
and as mechanisms for immediate feedback about various aspects of problem- 
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solving performance. Robinson cautions against comparing one student's per- 
formance to another's on the basis of simulated patient problems. [190] 
They can be effectively utilized as instructional devices rather than 
evaluation ones. 



Other 
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Medical record auditing has also been used as a means of evaluating clinical 
performance and has been found to be of some value. Scott used this method 
to assess medical student performance and the quality of house staff super- 
vision in an impressive study which had the following implications: the 
scoring method used apparently permitted discrimination in capability between 
levels of trainees (third- and fourth-year medical students, interns, and 
residents) and the identification of different strengths and defects in 
different individuals as a basis for individual remedial education. (J 96) 

Some of the problems involved with the use of patient records as a basis for 
assessment of performance are as follows: (a) the information on records may 
not be standardized, which makes comparisons difficult; (b) the recorded 
information is frequently .incomplete and inadequate; (c) the accuracy of 
recorded statements is questionable, e.g., the record may be faked to look 
good; (d) records do not generally contain information on the management of 
psychological and social problems; (e) unless the elements to be assessed 
are systematically selected and weighted, there is some danger of arbitrariness 
and omissions; and (f) people have tried to argue that quality of recording 
is associated with quality of care, but the evidence on this point is incon- 
clusive. (032) 

The use of problem-oriented records solves some of these difficulties, and 
they are more useful for assessment than traditional clinical records. A 
problem-oriented record contains a data laase, a problem list, initial plans, 
and progress notes. Margolis et al. used a graded problem-oriented record 
to evaluate medical students and found that such a record could objectively 
measure facility at data collection, data recording, and problem-solving, 
and that students were taught these skills by grading a work-up themselves. 
{141) A problem-oriented record provides a well-defined structure for 
the collection of data, but it does not provide feedback about the effective- 
ness of a sequence of action or strategy of action. 

Record abstracts are also used (though infrequently) to assess individual 
performance. One must consider whether the abstracting process is reliable 
and valid, and studies should be done to indicate whether evaluations based 
on abstracts agree with evaluations based on the entire record. [032] The 
use of abstracts would be desirable to help save time; it takes from 20 to 
30 minutes to grade one problem-oriented record. 

The use of oral examinations to determine clinical competence is in general 
disfavor at the present time because they lack both validity and objectivity. 
However, interviews to determine attitudes are felt by some to be of real 
value. Some general guidelines to follow in conducting an interview are as 
follows: determine the purpose of the interview; list the questions to be 
asked; set the stage for the interview; establish rapport (clarify purpose 
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and start with noncontroversial topics); be sure one's questions are under- 
stood; be understanding and be attentive; record the results of the interview 
during or immediately after the interview; close the interview. 

In interpreting the interview, the following factors must be considered: 

(a) interviewer bias may have been reflected in wording, tone, and acceptance; 

the circumstances of the interview can influence the responses of the 
individual being interviewed; and (c) an interview yields gross measurements 
at best, so interview data should not be used for refined measurements. One 
can go over the results of an interview and make a list of statements made 
that reflect an attitude; this will contribute to developing a general picture 
of the Student's "persistent general orientation toward the environment." [154] 

Some clinical instructors require students to keep a log-diary of their clini- 
cal activities and their reactions to experiences; this document may also be 
analyzed as a basis for attitude evaluation. One should give careful instruc- 
tions regarding how the log-diary is to be kept, specifying the amount of time 
to be spent recording every day and setting forth what one wants reactions to, 
while encouraging the diarist to feel free to add other reactions. Read the 
diary entry as soon as it is submitted. List statements in the entry that 
seem to be in favor of something related to clinical education; also list 
statements opposed and other points of view not polarized; then use these 
lists as a basis for analysis. Patterns of reactions, contradictions, and 
inconsistencies will emerge over the days and weeks. [154] 

Attitudes may also be measured by the administration of relatively precise 
attitude scales. These scales should only be prepared by educational measure- 
ment experts; allied health educators without expert help are recommended to 
rely on other means of assessing attitudes. 

The measurement of atticudes is a complex undertaking and presents many 
difficulties. The measurability of attitudes on the dimensions of favorable- 
ness and intensity is influenced to a great degree by their publicness, genera- 
lity, and salience. If an attitude is not salient (close to the surface), 
it may never i^et expressed in a free-response situation, and the instructor 
may assume that the student does not care, when in fact he/she may care a 
great deal. Likewise, if an attitude is only held privately or covertly, 
rather than publicly, it may not be possible to measure it with any validity. 
Anot2)er difficulty is that the student may take the approach of demonstrating 
any attitude that is wanted. Whether or not attitudes can and should be 
inferred from behavior depends on whether good records of behavior are kept, 
how much opportunity to observe exists, the extent to which the student feels 
free in his/her behavior, and how sophisticated the staff is in making in- 
ferences. If an attitude lacks generality > inferences about it which are 
drawn from behavior may be erroneous. (154) 



EVALUATION FOCUS 

The place, the people, and the process are the focus for evaluative efforts 
in physical therapy clinical education* This section of Chapter 6 comments 
on all these areas. 
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Evaluation of the Student 



Of all the aspects of clinical education which have been considered for evalua- 
tion, the student has received the most attention and the process of that 
evaluation is continually involved in controversy. This is because of the 
large number of students, the levels of educational preparedness, and the 
large number of clinical centers to which students are assigned. One clinical 
center which affiliates with only one educational institution has little 
difficulty in handling the student evaluation requirements of the few students 
who come to the center, although the time and effort devoted to the process 
can be considerable. When a clinical center accepts students from several 
educational institutions, the process increases in complexity because of the 
variety and numbers of devices CIs are asked to utilize in evaluating students 
who are assigned for different objectives, at different levels of education, 
and for varying lengths of time. In spite of all these complexities, the 
student has still been the most closely scrutinized of all components of 
the clinical education process. 

The primary benefactor of the evaluation is the individual student. However, 
the information gleaned from the evaluation of students shcrld prove bene- 
ficial to later groups of students, to the faculty who are responsible for 
curriculum design and implementation, and to the potential employers of the 
graduate. Information may also be used to reinforce curriculum design and 
objectives, and it may indicate that changes are needed or that recruitment 
practices should be modified. 

Purposes for evaluation can be complex and varied and one approach or device 
cannot be considered as satisfying all possible objectives. As mentioned 
many times throughout this report, th^ purpose for evaluation at any time or 
place should be carefully considered and known to all participants before it 
is implemented. The criteria or standards on which the evaluation is based 
should also be known by all participants, and certainly by the student in- 
volved. The criteria or standards on which the student will be evaluated 
must also be realistic in relation to function and future activities. There 
is little in physical therapy literature to indicate that these criteria 
have been sufficiently studied to be realistic, and there is no information 
in physical therapy literature that indicates the current recommendations 
for use of competencies have been sufficiently studied to make them valid 
and realistic for general use. [ZZO] 

Most of the evaluation of physical therapy students is initiated by faculty 
in the academic institution, and the forms which are designed to be completed 
by clinical faculty are basically those developed by the academic institu- 
tion with some input from clinical faculty v-' students. These forms vary 
greatly in scope, size, and content, as shr^ by the many forms which were 
received by the Project on Clinical Educatl.. in the "soft data." The 
information desired on the student covers a number of areas of interest. 
The types of forms that have been utilized also range in format, from the 
highly sophisticated document to a very simplistic narrati.ve description. 
Some devices were for evaluating the student, others were for the student to 
assess the clinical center, the learning experiences participated in, and 
the clinical faculty; a few were for other purposes. 
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Frierson has criticized existing forms on their types, .the systems used to 
obtain data, the content of the instruments, and the form and structure. 
Using four criteria areas, he studied 58 different forms which were being 
utilized to evaluate physical therapist students and found only 27 percent 
of the forms to be of acceptable quality. Others were either minimally 
acceptable or unacceptable in his judgment. Of the 22 devices submitted in 
the study for evaluating physical therapist assistant students, 32 percent 
were judged acceptable. Information-gathering systems, content of items, 
and format of instructions to raters were found deficient on most of the 
devices evaluated. (092) 

There is a trend, not adequately reported in the literature, for clinical staff 
to develop their own evaluation devices, regardless of the number of affiliat- 
ing educational institutions. This approach is being used for several 
reasons. Locally designed devices are being developed because they are based 
on the clinical education objectives and the availability of learning experi- 
ences at a particular clinical education site and are not structured to the 
desires of an educational institution. Results in synopsis form or intact 
are sent to the academic coordinators of clinical education (ACCEs) for 
their own purposes. This approach may indeed be educationally sound. Other 
clinical faculty have indicated that they were designing their own educational 
evaluation instruments in order to reduce the number and types of instruments 
that they have been receiving from the sending institutions. 

Some clinical centers with small staffs are unable to devote the time and do 
not have the expert skills needed to develop their own evaluation devices 
and must rely on the materials prepared at the educational institution or 
must rely on help from the educational institution in preparing some type of 
device. There are still some who believe that the student evaluation device 
should originate with the educational institution and not with the clinical 
education center. 

The fluctuations in the content and quality of currently used evaluation 
devices make it difficult, if not impossible, for longitudinal studies to 
be effective, particularly when there is such a variety of student back- 
grounds and clinical education sites. The materia?.s are not uniform, nor 
are they produced in an acceptable or usable fashion. There is a lack of 
agreement on the specific items to be evaluated, on the criteria on which 
to make judgments, on grading inferences and differences, and on scoring 
techniques. It is interesting to note that the University of North Carolina 
at Chapel Hill (UNC-CH) study gave no indication of unwillingness on the part 
of the CIs to complete the many and varied evaluation devices which come 
to them. 

There also is little indication in physical therapy literature that self-evalu- 
ation and peer evaluation are being utilized for clinical education assessment, 
although the literature does indicate that in nursing and medicine these 
techniques are in use. [1S5, 124, 129, 206, 103] Some of them involve 

the patient record review or the medical audit technique as carried out by 
the individual or his :;r*ers» Self-evaluation techniques developed on the 
basis of the standards of a physical therapy education program or the ob- 
jectives of an individual curriculum have not been reported, to the Project's 
knowledge. 
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The use of management by objectives for assessing staff performance is not new, 
but the inclusion of its use in assessing student achievement is thought to 
be increasing, although the level of its use is unknown. 

On the multiple student-assessment forms which were studied by the Project, 
there were literally hundreds of items included, covering not only the topics 
in the essentials of an educational program and the curriculum objectives but 
also personal characteristics. One of Frierson's primary comments on the 
evaluation devices that he analyzed was that the definition of terms was 
often inadequate, and some of the items appeared irrelevant to clinical per- 
formance and should be studied in different ways if educators felt that the 
personal characteristics needed assessing r (092) 

Evaluation of the student is a controversial but necessary time-consuming 
effort. The Project recommended that educators reduce the multiplicity of 
forms and requests for completion and strive to improve the quality of the 
devices and the evaluation program. Whatever is done should be based on 
sound fundamentals of evaluation, as discussed in preceding sections of this 
chapter. The assistance of experts in evaluation, including the design and 
utilization of instruments, would be advisable. 



Grading 

Grading is an area of student evaluation involving highly complex issues which 
have important implications. It is also an emotionally charged topic: 
Georf.e Miller has observed that the mere suggestion that grading practices be 
reexamined often meets with "the kind of emotional response usually reserved 
for attacks on the basic structure of society and its philosophy." [154] 
Miller wiishes to make the point that this emotionalism, engendered by the 
traditionalism of conventional grading practices, is irrational and over- 
reactive; it hinders reasonable efforts to determine the worth of a grading 
system or to weigh alternatives to conventional systems. The following dis- 
cussion attempts to be a reasonable effort to shed light on the confusing 
and controversial subject of grades and grading practices; it examines some 
of the effects of grading in light of the functions grades are intended to 
serve. 

Grades do, of course, have a variety of functions, which Miller classifies as 
follows: (a) to provide data for promotion, transfer, and graduation (admin- 
istrative function); (b) to stimulate increased effort to earn good marks (mo- 
tivational function) ; (c) to identify special abilities and weaknesses of the 
individual student (guidance function) ; and (d) to inform the student of his 
progress toward the goals of the educational program (information function). 
Much of the criticism of grades has been directed at the consequences of their 
use for administrative and motivational purposes; single-sjrmbol grades have 
also been attacked as inadequate for guidance and information purposes. 

The administrative function of grading is, unfortunately, not always confined 
simply to providing data for promotion, transfer, and graduation, and is not 
always as innocuous as this definition might imply. One of the administrative 
functions of grading is sorting and sifting students and differentiating among 
them for consumers (i.e., graduate schools and future employers). Such 
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differentiation almost always involves comparing students to one another and 
rejecting some by attaching negative labels to them; the objection to many 
innovative grading systems (such as pass/fail) is that they do not sufficiently 
label students. The adverse effects of such labeling on learning and on the 
»student*s self-concept are so great that Becker has suggested that the notion 
of differentiating among students for consumers be abandoned altogether; let 
them find some way to differentiate for themselves, and leave the universities 
free to concentrate on teaching and learning. (035) This would lessen the 
threatening aspect of grading for the student. 

A further objection to grades recorded for administrative purposes is that 
they are often used to make decisions based on the assumption that grades 
predict career performance, when in fact they usually do not. (242, 114, 
0S4, 136] Because grades are often arbitrary and relative, the adminis- 
trative use of grades has also been criticized for attaching too much impor- 
tance to nonsignificant differences in numerical averages. (037) Greater 
clarification of what grades actually measure is needed if they are to be 
used administratively with any validity. 

The motivational function of grading has also come under sharp attack, and 
has been condemned as particularly inappropriate in the education of health 
care professionals. Miller asserts that the motivational function of grading 
seriously hampers efforts to achieve goals related to the development of work 
and study habits, self-initiated study, and understanding of the intrinsic 
value of the acquisition of knowledge and skills. In order to become self- 
directed and to develop habits of continuing study, students must be "freed 
from the clutch of motivational grading and reporting practices." It is 
unfortunate that grades have become the rewards of learning; professional 
education should build a set of values to replace this heavy dependency on 
grades as rewards. (J 54) 

Grades as rewards often have the further undesirable effect of rewarding 
kinds of behavior other than those educators may have wished to encourage. 
Becker found that the necessity of making a good impression on the clinical 
faculty resulted in docile behavior among medical students and fishing for 
answers. Because faculty members gave grades, students concentrated on 
learning to handle the teacher rather than on learning medicine. [036] 

Many of the undesirable consequences associated with grading have arisen 
from the fact that it has traditionally been norm-referenced, used to 
compare students to one another by grading them on the normal curve. Part 
of the essence of norm-referenced evaluation is the expectation that the 
relationship between aptitude and achievement will be high, and that grades 
will differentiate among students on the basis of ability rather than reflect 
accomplishiTient. Norm-referenced evaluation encourages competition among 
students and teaches students that only a few can succeed, thus conditioning 
the individual student to atcept less than mastery-level performance from 
himself or herself. Traditional A-to-F grading systems deny recognition of 

mastery to a majority of students by limiting the number of As which can 
be awarded: any grade of less than A implies less than mastery and has 
negative affective consequences for the student. 

The damaging effects and educational implications of norm-referenced evalua- 
tion have been eloquently documented by Benjamin S. Bloom in his landmark 
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article, "Learning for Mastery." [042] ^-t. cause norm-referenced evaluation 
creates the expectation that laige numbers of students will never achieve 
mastery — a self-fulfilling prophecy — Bloom damns it as; 

* . . the most wasteful and destructive aspect of the present 
educational system. It reduces the aspirations of both teachers 
and students; it reduces motivation for learning in students; 
and it systematically destroys the ego and self-coiicr^pt of a 
sizable group of students by frustrating and humiliating them. 

The alternative to norm-referenced evaluation is critei^ioti-ref erenced ov^Xua- 
tlon, which sets standards of mastery and excellence apart from interstnc'ent 
competition, and judges students in terms of level of performance rather than 
a normal curve or some other arbitrary and relative set of standards.^ Cri- 
terion-referenced evaluation can alleviate many of the problems associated 
with grading. Bloom stresses the student's need for public recognition of 
his mastery: to meet this need is the appropriate administrative function 
of grading. The desire for public recognition of mastery is a valid and 
valuable source of motivation. Grades which can provide the necessary re- 
assurance and reinforcement to help the student to view himself as adequate 
fulfill the motivational function of grading in a nondestructive manner. 
Mastery and the desire for recognition of mastery are not arbitrary rewards; 
they operate just as strongly outside the educational system as within it. 

Criterion-referenced evaluation stresses the guidance and Information functions 
of grading. The emphasis is on identifying areas where the student may need 
special assistance in order to attain mastery, and on ascertaining what sort 
of assistance the student may need. Diagnosis of nonmastery is always to be 
accompanied by a detailed prescription of what is to be done before mastery 
will be complete. Criterion-referenced evaluation is also potentially student- 
centered; students can be given the option of choosing the method whereby they 
demonstrate their mastery to the Instructor, thus lessening the threatening 
aspect of grading. [114] 

As the value of criterion-referenced evaluation has become Increasingly recog- 
nized, educators have tended to favor adoption of the simplest means possible 
for certifying that a body of subject matter has been satisfactorily completed 
or mastered. (037, 125, 114, 072, 172) This is usually some sort of 

pass/fail system. Bender found that grade emphasis at medical schools where 
pass/fail grading systems were in effect was less than at schools where a 
letter or number system was in use; the implication is that pass/fall tends 
to minimize the undesirable consequences of the motivational function of 
grading. In another study {125) medical students in a surgical clerkship 
were asked to share responsibility for developing evaluation techniques. They 
expressed a preference for an "honors," "pass," and "therapy" grading system, 
in which no student could be failed without having been apprised of the 
reasons his/her work was unsatisfactory and without the effort of all concerned 
to help the individual correct deficiencies; the atmosphere became less 
competitive under this system than it had been under the A-to-F grading 
system formerly in use- Hulllnger [114) has suggested that failing grades 
should never be given: the student should get "pass" if he/she has attained 
mastery and "incomplete" if he/she has not; a student who repeatedly falls to 
achieve mastery should be counseled into leaving the profession. Th1r? suggestion 
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is very much in keeping with the spirit of mastery learning — it is probably not 
at all helpful to the student to label nonmastery as failure. 



Pass/ fail grades obviously do not provide enough information about performance 
to fulfill adequately the guidance and information functions of grading. 
However, this is also true of traditional letter and number grades, A single 
symbol cannot describe complex achievements with respect to numerous goals; 
a single letter or number obscures the unique patterns of the individual student. 
Information is always lost and evaluation results are sometimes distorted 
when various types of performance are lumped together into one value; whenever 
possible. single grades should be broken into a spectrum of components. If 
global judgments are absolutely necessary (for administrative purposes, or for 
whatever reason) , let them be confined to certification of satisfactory or 
unsatisfactory work and accompanied by a detailed profile or narrative write- 
ups which reflect the student's strengths and weaknesses. This profile may 
in turn be supplemented by teacher-student conferences for the purpose of 
informing the student and guiding learning. The written profile or narrative 
is also available if needed by secondary consumers. {146, 154, 242, ^72] 

The inconsistencies anddiJ£ii:;iJHr±es'''i^ the multiplicity of physical 

therapy students: -^^to S/aryby levels of experience, length of assignments, 
and types of assignments are routinely felt by educators in the clinical setting 
and in the classroom. There has been some discussion, but little evidence 
of lack of acceptance of the evaluation and grades submitted by the cliniq^.1 
faculty to the academic institution. ACCE reports have shown that fKe student 
who has an unsatisfactory performance on one assignment most often will be 
required to repeat the assignment somewhere else. A less frequently used way 
of dealing with failure or unsatisfactory performance, according to the UNC-CH 
study, is to average the grade in with all other grades for the texnn, or to 
use personal judgment by considering circumstances surrounding the failure 
based in part on the student's feedback as well as on the clinical faculty 
member's assessment. (See Tables 6.1 and 6.2.) 

It is not known to what extent grading procedures for clinical education are 
covered in promotion policies for the academic institution, but it is the 
opinion of the Project task force members that some of the misunderstandings 
and confusions which exist are due to promotion policies and grading pro- 
cedures which are unclear about the methods utilized for handling student 
performance from one assignment to another. 

The grading process might be improved and trauma to the students reduced by 
more efforts to predetermine objectives for each student assignment and then 
evaluating the student on the criteria of those objectives. Learning would 
become more self-directed, and students would be more aware of what was 
expected of them and how they had achieved on the basis of the desired competen- 
cies or the previously detennined objectives for each assignment. 

(For the Project on Clinical Education's conclusions and recommendations on 
evaluation of the student, see pages 2-39 through 2-44.) 

Evaluation of the Clinical Education Site 

The ACCE, who is based at the educational institution, is charged with the 
responsibility of recommending affiliation agreements with clinical centers 
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for the clinical education assignment of students, as discussed in preceding 
chapters • The ACCE must also continue to work with staff in the clinical 
centers in order to maintain and improve the relationships for the benefit of 
all involved. Therefore, the ACCESS mission is to select clinical education . 
sites which are suitable from the educational point of view and which have 
objectives and goals compatible with the philosophy of education of the aca- 
demic institution and compatible with the educational objectives of the curri- 
culum. [004] 

The ACCE must seek sites that meet the needs of the curriculum, the needs and 
objectives of the students, and the geographic requirements for effective 
. liaison and communication. The clinical center must be evaluated on the basis 
of criteria developed by the educational institution and on those elements 
required by the essentials of acceptable educational programs in physical 
therapy. [014] 

The clinical center staff should assess its own institution based on the philo- 
sophy, objectives, and resources of the center. One manner in which this can 
be done is expressed in the standards for a clinical education site developed 
for the Project and set forth in Appendix B. The content of these standards re- 
presents materials which have appeared in the literature of physical therapy, 
nursing, medical record administration, medical technology, radiologic technology, 
occupational therapy, and other health fields. {207, 093, J70, 122, 044, 
151 162 050 149 016 002) The 20 standards are discussed in 

Appendix B, which also includes a self-assessment inventory for guidelines in 
their application. 

Participative planning for evaluation depends on maintaining close relationships. 
Continual efforts should be made to reinforce the contact between the academic 
institution and the clinical education center. These efforts can be encouraged 
by an exchange of visits, telephone calls, correspondence, clinical faculty 
meetings, workshops, and a host of other activities. 

Currently evaluation of the clinical center takes place on a fairly informal 
basis, except for the initial request from the ACCE to the clinical center for 
basic information on structure, activities, and staff in the clinical center. 
There is frequently a yearly request for updated material on staff, annual 
reports, and facility and program changes, but there is little to indicate that 
much formal evaluation takes place between the educational institution and the 
clinical center. 

The typical ACCE does attempt to visit clinical centers at least once a year, 
although such visits were considered more important by the academic faculty 
than they were by the clinical center staff according to the UNC-CH study in 
1975. Some clinical centers were not visited every year, while others have 
repeated visits during the year. 

There is no indication that visits from the ACCE to the clinical center have 
been very well structured. Most meetings or visits apparently include a 
reassessment of the relationships between the two institutions, including an 
assessment of the performance of students who have been or are currently 
•affiliating, as well as an opportunity to bring the clinical center staff up 
to date on changes in the curriculum. Infonaation available to the Project 
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dc • • r: ^ indicate that visits have been structured to include regular appoint- 
mem;?, '.r- x k«y administrative officials or specific topics for an agenda to 
be covereri* 

Since one of the important uses of evaluation results is in negotiating inter- 
institutional agreements, the Project was interested in the kinds of information 
about a clinical center that were being looked at. Qualifications of the staff, 
the professional staff's interest in professional activities, staff adequacy 
for all of their roles (including care and teaching), administrative sjupport 
for the clinical education program, and' accessibility to learning experiences 
other than patient care were some of the items to be examined initially and 
later evaluated for changes. Apparently a large number of decisions were 
made on the basis of subjective impressions about the mood and atmosphere of the 
physical therapy service, its appearance, the warmth and receptiveness of the 
staff to the visitor, and other such matters. 

Feedback from stud ::s has been routinely sought by ACCEs; such information was 
usually obtained on evaluation devices designed by the educational institution 
and completed by the students. Items covered included what the student learned, 
what influenced learning, the nature of the orientation program, the attainment 
of expectations, the adequacy of supervision and instruction, and the type 
and quality of the learning experiences. [115^ 201, 165, 006 169 

007] 

Students have been frequently asked to critique an assignment to a clinical 
education center on forms designed by staff in the clinical center for their 
own use. The devices available for the Project's analysis, from both the 
academic institutions and the clinical centers, tended to require narrative 
responses and were very open-ended in structure. Most did not meet the 
recommended 'standards of reliability and validity for an evaluation instrument 
as previously described in this chapter. There was no information on most 
of the devices concerning how the information would be utilized by either the 
clinical center or the academic institution. 

(For the Project on Clinical Education's conclusions and recommendations on 
evaluation of the clinical center, see pages 2-39 - 2-44.) 



Evaluation of the Clinical Faculty 

That clinical faculty members (ACCE, CCCE, CI) should all be evaluated seems 
generally accepted. The "soft data" available to the Project •'.4>c an 
interest in the matter on the part of the clinical centers, ir . . vfcich 
have taken the initiative in obtaining some type of feedback regarding the 
quality of the clinical instruction they are offering. As mentioned above, 
however, evaluation forms have been erratically used and poorly constructed. 
Much of the academic community appears to have neglected clinical faculty 
evaluation. 

The purposes of clinical faculty evaluation are multiple and are dependent on 
who is being evaluated and who is doing the evaluating, but in all cases the 
conclusions drawn from the evaluations for^n the basis for subsequent actions 
Diagnostic evaluation rnu be utilized to determine the strengths and weaknesses 
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of a cldnical faculty member. Formative evaluation can be utilized to determine 
the level of performance of a clinical faculty member at any point in his/her 
development, to determine progress toward goals or to modify or reinforce 
behavior. Summative evaluation can be utilized to determine if the clinical 
faculty member has attained specific goals or competencies — if a person should 
be promoted, selected for another level of responsibility, credentialed as an 
educational specialist, or given an academic appointment. It should be 
remembered that the primary goal of clinical faculty evaluation, however, is 
to, improve the instruction of students in the clinical education program. 

The evaluation program for clinical faculty members can wisely include both 
formal procedures and informal procedures. The word "evaluation" immediately 
conjures up visions of forms, survey teams, and face-to-face conferences. 
These are indeed part of evaluation and an important part. They are all 
concerned with the formal aspects of evaluation. Equally important, though, 
are the informal mechanisms for evaluation. These involve frequent contact 
and interchange between the evaluator and evaluatee, as well as the internal 
and ongoing process of informal self-evaluation by the individual clinical 
faculty member. The informal process of evaluation is generally less structured 
than the formal process, though specific plans and devices also need to be 
utilized in the informal process. The formal process of evaluation requires 
gathering evaluative information in an organized manner from all sources and 
synthesizing the data. The process may involve self -evaluation techniques. 
It is important to share total information gathered with Lhe clinical faculty 
member in a face-to-face conference. The individual can then review the 
synthesized material and develop a personal plan of action in response to the 
data in order to reinforce behavior or to modify it. 

Expertise, time, and planning are mandatory for the preparation and operation of 
a good evaluation process. Persons with expertise in the areas of evaluation, 
clinical education, and physical therapy all have a role in developing the 
process as well as any device utilized. Terms used in an instrument must be 
well-defined; the instructions must be clearcut; and the device should be 
based on sound fundamentals of evaluation. Refer to earlier parts of this 
chapter for a more detailed discussion of these points. The Project task 
force members preferred an evaluation device which utilized a rating scale but 
also allowed narrative comments , pertinent to specific topics. This format is . 
generally supported in the literature; indeed, most of the forms received in 
the "soft data" were of this type. 

The timing of evaluation is crucial. It has been stressed that if a student 
does not learn of shortcomings until the end of an assignment, behaviors 
cannot be changed to fulfill previously established requirements. The situa- 
tion is similar for the clinical faculty member, who also needs frequent 
feedback regarding performance. The informal evaluation processes which are 
ongoing can provide c;lmost continuous feedback. Such formalized evaluation 
as administering a lengthy instrument is time-consuming and can usually only 
be carried out once annually. Another formal process carried out more fre- 
quently is evaluation by the student. This is usually done at the end of 
logical periods — semester, quarter, year, affiliation period. On extended 
assignments student feedback may be elicited during the period to allow the 
clinical faculty member to modify his or her behavior if necessary. 
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Evaluators and evaluatees can be interchangeable. The student has contact 
with all of the clinical faculty members and can be a valid source as well as 
subject of evaluative information. The ACCE, CCCE, and CI all have a differing 
degree and type of contact with each other, and they can each provide the 
other with information regarding different aspects of their functioning. The 
ACCE is responsible for selecting clinical centers and as part of that process 
the CCCE and CIs are usually evaluated; feedback from that evaluation should 
of course be shared. The importance of self-evaluation has already been 
stated, but it cannot be overemphasized. The great advantage of self-evaluation 
is the increased commitment to quality that it implies and the value of the 
process for lifelong development. In addition to the immediate superior, a 
useful source of evaluation is one's peers. A buddy system of evaluation in 
which two people are working with each other to develop their teaching skills 
and to evaluate each other can be quite successful. [028] 

The final question to be dealt with in clinical faculty evaluation is what 
should be evaluated. There are many sources for determining what to evaluate 
about the clinical faculty. The most obvious source is the individual's job 
description. Various APTA publications and the literature on this subject 
(reviewed in Chapter 4) are particularly helpful. Basically, the areas to be 
evaluated include but are not limi^d to patient care service commitments, 
communications, administration, personal growth, education, research, and 
scholarship. [014, 009, 012, 013, 077] 



Data on Faculty Evaluation 

Virtually no mechanism for assessing the performance of the ACCE was dis- 
covered by the Project on Clinical Education. An evaluation by the academic 
program director could be assumed, but there is no evidence in the literature, 
the UNC-CH study, or the "soft data" to indicate what process is carried out. 
Since the individual is an academic employee, the evaluation process is probably 
in keeping with the educational institution's procedures, which may not be 
adequate. The task force members who dealt with evaluation identified various 
methods for evaluating the ACCE, and these are reflected in Chapter 2, Section D. 

The situation for the CCCE is similar; evaluation of the CCCE by the Director 
of Physical Therapy is likely, but the mechanism is not known. This individual 
is probably evaluated on devices utilized by the employing agency. The content 
may not relate to CCCE's duties. Functions that the CCCE and CI share, however, 
have been the subject of evaluation, according to information available to the 
Project. 

The clinical education functions of the CI have been evaluated by a variety of 
means, though most of them do not appear to be well planned and well executed. 
Table 6.3 indicates the areas of CI performance (according to the "soft 
data") which were examined by the student. Table 6.4 indicates areas examir>ed 
by other staff members. The order in which the categories appear does not 
indicate the frequency of their appearance. The major categories — such as 
personal characteristics and ability in patient care, supervision, instruction, 
evaluation, and interpersonal relations — seem to reflect the clinical education 
duties and responsibilities of the CI. The listing in Table 6.4 includes items 
that staff members rather than students could evaluate. The two listings 
combined offer a comprehensive view of the duties of the CI. A major difficulty, 
however, can be the method used to evaluate these items. 
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For the most part the evaluation of the CI by the student has been included 
in other types of evaluations— evaluation of the center, the clinical educa- 
tion program, or the learning experience; it has not been a separate or 
complete evaluation process. In devices studied by the Project the evaluative 
items generally were not well-constructed; they tended to be vague, open- 
ended, or simple checklists. Those offering more structure suffered from 
vagueness in the scale anchors, behavioral definitions, and instructions to 
raters. (See Appendix E.) 

Forms for the evaluation of the CI by the clinical staff generally indicated 
more work and preparation. They evaluated more than the clinical education 
responsibilities of the CI; in many cases the clinical education responsi- 
bilities were not evaluated. Items were often unclear, and rater instructions 
were often lacking or inadequate. A number of evaluation devices did not 
appear to be specific for the duties of a CI. A few of the forms that were 
submitted were medical record audit worksheets, and a few others indicated a 
peer review committee. One form, particularly worthy of mention because of 
its potential for others to adapt for clinical faculty evaluation, indicated 
a buddy system of evaluation. The staff members were paired and each per- 
formed a self-evaluation and an evaluation of their buddy. After that process 
they jointly, with the input of their supervisor, set personal objectives. 
The form, however, was open-ended and gave the clinicians little guidance 
in what to look for in their evaluation. No information was available re- 
garding the effectiveness or acceptability of this method. The literature 
reports this type of evaluation utilized to improve education, both class- 
room and clinical; learning occurs through observing, evaluating, and dis- 
cussing the performances of one another. [001, 028] 

(For the Project on Clinical Education's conclusions and recommendations on 
evaluation of the clinical faculty, see pages 2-48 - 2-52.) 



Evaluation of Learning .Experiences 

Most of the assessment of learning experiences participated in by students 
takes place at the completion of an assignment or during the assignment. If 
the program goes well and students are content or happy and are receiving 
satisfactory experiences, communications between the students and the ACCE 
are probably minimal. But, if deficiencies or difficulties arise, ACCEs 
will usually be informed and efforts can be made to correct the situation. 
The form which the student usually is asked to complete at the termination 
of an assignment, is often a mixture of items concerning the facility and 
the clinical faculty as well as the learning experiences. Often items on 
these three areas are intermingled and are not clearly distinguished one 
from another. 

Faculty can also evaluate the quality of the students' learning experiences 
by assessing the level of competency of students on subsequent assignments, 
comprehensive examinations, certification examinations, and postgraduation 
assessment. 

The ACCE also evaluates the availability, use, and quality of learning ex- 
periences by visiting the centers and other communication with the clinical 
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faculty in the centers (e,g,, supervisors meetings and workshops). The 
ACCE should assess learning experiences in terms of their quality and the 
competencies which result from their utilization by students. Learning 
experiences include patient-related activities as well as administrative, 
supervisory, teaching, consulting, and professional development, Learning 
experiences associated with visual aids, the library, lectures, demonstra- 
tions, workshops, inservice education programs, special study projects, 
independent study projects, and meetings of all kinds should also be scru- 
tinized, [077] 

Of the evaluation forms examined by the Project, the majority of those which 
included items for assessing learning experiences were insufficient on the 
basis of instructions to the rater, content coverage, format, item construc- 
tion, and identifiable purpose of the instrument. Most of the devices were 
open-ended, requiring only narrative comments. The resulting information 
obtained from these assessments can be utilized only with great difficulty 
by the ACCE or the CCCE because of the lack of uniformity and structure in 
design. Few conclusions can be drawn with data collected under this type of 
system. 

Several educational institutions use simple checklists which students are to 
complete by indicating the kind and number of rirtivities in which they have 
participated, but v ithout any opportunity to make judgiJients about the quality 
of these experiences. Only a few of the devices were written in behavioral 
terms or gave any indication of the range of learning experiences which the 
student might have expected. Guidelines on designing learning experiences 
and evaluation devices are available from a number of sources and would 
be helpful to those contemplating a revision of devices or the structuring 
of new ones, [050, 077] 

A recent study by Pinkston is a valuable contribution to the literature on 
designing a clinical education program and the involvement of the clinical 
staff in assessing the learning experiences participated in by students. 
Although much of the content of the article is directed toward the assessment 
of the student, a great deal of attention is directed to the quality and the 
scope of the learning experiences available and utilized, [HS] 

Few of the published studies on the follow-up of graduates of physical therapy 
educational programs include any assessment of student learning activities. 
In the "soft data" obtained from the academic faculty, there were only two 
evaluation instruments for assessing the overall education experience of 
students which included any assessment of the learning experiences utilized. 

Medical educators have studied the impact of different learning experiences on 
groups of students. Studios include experiences in community health, surgical 
and pediatric clerkships, group work which is student ^.entered, and problem- 
oriented records as they lelate to consecutive case cuaferences. Groups of 
students with different experiences in the same subject-matter area were 
analyzed in a variety of ways to assist in determining the most effective 
teaching strategies. Other studies have compared the effects of simulations 
associated with clinical situations using a variety of simulation techniques, 
[m, 147, 232, 240, 125, 166, 13S, 064] 

273 

6-39 

EKLC 



Few studies exist to advance or defend the effectiveness of selected learn- 
ing experiences. Ideally, in planning any educational activity— including 
learning experiences in the clinical situation-— the method of evaluating 
these experiences should be part of the initial planning process, in keeping 
with sound educational design. 

(For the Project on Clinical Education's conclusions and recommendations on 
evaluation of learning experiences, see pages 2-52 - 2-55.) 

Evaluation of the Curriculum 

Evaluation of the curriculum or a part of the curriculum can be complex or 
relatively simple, but the objectives and the parameters of the process 
should be clearly defined before undertaking the project. [171, 169) 

There are many purposes for undertaking curriculum. evaluation, including: 
(a) confirming the hypothesis upon which the curriculum is built, (b) measur- 
ing the extent to which the program is successful in achieving its objectives, 
(c) measuring an institution's strengths and weaknesses, (d) assessing dis- 
crepencies between the program objectives and the outcomes of the educational 
program as implemented, and (e) studying the effect of curriculum changes 
over a period of time. Other ways of looking at objectives of a curriculum 
involve obtaining material for comparison with other programs; contributing 
to the general fund of knowledge on curriculum design and effectiveness; 
justifying the content, control, and learning process associated with a 
curriculum; and determining the adequacy of the curriculum in preparing 
students to perform their employment roles as graduates. { 223, 169, 06S, 
002, 216, 2G0) 

The focus of a curriculum evaluation can take many directions. The student 
can be the main focus of study in terms of competencies and growth reflecting 
weaknesses and strengths of the curriculum. Graduates the curriculum can 
be the focus of study in terms of their original role expectations in com.- 
parison with the actual job responsibilities they are undertaking, as well as 
their ability to perform these responsibilities. The faculty can be ^ £ocus~ 
e.g., their teaching in courses as assessed by themselves, their peers, students, 
and the impact of their teaching on the performance of the graduate. The 
content of the curriculum should receive attention based on its effectiveness, 
appropriateness, scope, depth, and relevance. Curriculum studies should focus 
on the utilization of resources of the curriculum involving people, money, and 
facilities as they affect execution of the curriculum and the efficiency and 
effectiveness by which the process is conducted. The design of the curriculum 
can be the target of study~e.g.> the manner in which the program is constructed 
and executed in relation to its effect on learning outcomes and satisfactions 
of the students, graduates, and faculty. (243, 797, 165) 

Mortimor relates accountability to evaluation, although he stresses the dif- 
ference in the two. As mentioned at the beginning of this chapter, evalua- 
tion is concerned with "educational effectiveness," a more internal process, 
and accountability relates to "a combination of educational effectiveness 
and ef'ficiency," a more external process. Internal accountability is af- 
fec;.fc W the nature of the educational institution, the goals and objectives 
of the program, and the organizational complexities of the curriculum. He 
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also addresses, as part of internal accountability, the faculty's accountability 
to their peers, their students, and their institution as well as to themselves 
and the profession they represent. The external assessment would involve 
society, government, the courts, and law enforcement agencies, as well as state- 
wide governing boards and coordinating agencies. (765) 

There are many recommended processes for executing a curriculum evaluation. 
Two of the most helpful are by Payne and Scriven. Payne outlines seven steps 
involving specification and modification of program goals, planning, data- 
gathering methods, collection of data, analysis of data, comparing data and 
objectives, and reporting the feedback results. (779) 

Scriven discusses a variety of approaches in assessing merits of the educational 
process including professional versus ainateur methodologies, evaluation studies 
and process studies, evaluation versus estimation of goal achievement, payoff 
evaluation versus intrinsic evaluation and a variety of other approaches. (797) 

Those involved in the process of clinical education should participate in the 
procoss of curriculum evaluation by self-assessment techniques, as well as by 
being evaluated by their peers, superiors* and consumers. A variety of devices 
can be used to elicit the necessary data on which to evaluate the effectiveness 
and outcomes of the curriculum. 

The quality of the effort devoted to curriculum evaluation will of course 
affect the reliability and validity of the results. Many efforts lack sophis- 
tication and few are truly professional in design and implementation. Instead 
of insufficient evidence based on whims and opinions, one should follow the 
approach that gives sound, thorough, systematic, and competent results that 
provide a basis for comparison, longitudinal studies > and legitimate decision- 
making. Utilization of a professionally planned and appropriate process prod- 
duces highly valuable and dependable information on which to make sound judgments 
for future planning. (777) 

Although such devices were not requestea, the "soft-data" information submitted 
to the Project by educational administrators included three instruments which 
were designed to evaluate in part the clinical education phase of the curriculum; 
only one device focused on the entire curriculum. The clinical education com- 
ponent of the curriculum apparently has most often been evaluated in relation 
to individual assignments and units of work, rather than as a complete entity. 
Project task force members, on the basis of their experience, believe that 
curricultims are actually evaluated in far more instances than would be conclu- 
ded from the number of devices available for review or noted in the literature. 
Task force members concluded that evaluation of the entire curriculum is more 
educationally sound than an assessment of only the clinical education component. 

(For all the Project on Clinical Education's conclusions and recommendations 
on evaluation of the curriculum, see pages 2-55 - 2-58.) 




CONCLUSION 

In closing this chapter on the evaluation proc<iss in physical therapy educa- 
tion, especially clinical education, it is important to emphasize once again 
that an evaluation program ±& only as good as the use that is made of its 
findings. A sophisticated instrument, reliable and valid and administered 
and interpreted by highly qualified individuals, is of no use if the results 
are not related to the intended purpose — however mundane that purpose may 
be or however difficult the decisions that are indicated. 
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Table 6.1 
DEAMNG WITH STUDENT FAILURE 



Frequency of use (%)* 

Hethod Always Usually Never Mean** 



CCCE CI CCCE CI CCCE CI CCCE CI 

% % % % % % 



Day to day feedback 
to student 


64 


66 


29 


30 


0 


0 


3.6 


3.6 


Midterm and final 
evaluation conference 
with student 


87 


86 


10 


7 


0 


3 


3.8 


3.8 


Take information from 
CI and talk with 
student 


71 




22 




2 




3.6 




Tell CCCE and let him/ 
Hpt Hand! p it 




33 




9 




33 




2 4 


Tell ACCE and let him/ 
her handle it 


19 


28 


14 


15 


28 


31 


2.2 


2.4 


Send final evaluation 
to academic program and 
let them handle it 


23 


29 


8 


13 


54 


40 


2.0 


2.3 


Ask ACCE to remove 
student from center 


3 


1 


0 


4 


77 


77 


1.3 


1.3 


Confer with CCCE 




66 




18 




13 




3.4 



Source: UNC-CH study, 1975 

* Frequency indicated is % of respondents replying U.- each item; total 
number of respondents was 140 for CIs and 127 for CvCEs. 

** 4 point scale 
1 = never 
4 - always 
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Table 6.2 

INCONSISTENCIES AND DIFFICULTIES IN EVALUATION 



Sources of Inconsistencies and Difficulties 



Misinterpretation of guidelines 

Infrequent evaluation may lead to uneven evaluation 
Lack of standards of evaluation process (criteria) 
Subjectivity 

Objectives vary from school to school or within center 

Relationship between clinical center and education program varies 

Level of sophistication of evaluator varies 

Personal "sets" or biases of evaluator 

Conflicts between evaluator and student may occur 

Different philosophies between academic programs 

Lack of sharing of student evaluation with student or CCCE from clinic 
to clinic 

Lack of continuity of the evaluation of student 

Effect of grading on evaluator and evaluatee 

Time involved in actual process with or without other duties 

Devices which measure complex behaviors are difficult to devise 

Staff must be trained to be evaluators 

Sitting in judgment of others is not generally liked 

Conflict in views of uses of evaluation among educational program, 

clinical center, and student about who uses evaluation and how 
New federal law on disclosure of records 

Lack of acceptance of clinical center's evaluation by educational progrs s 
Number of centers and evaluators 
Number of students 

Number and types of evaluation forms 

Length of time on which to base evaluation (time student is in clinical 
center) 

Student is unfamiliar with device used 
Student is unappreciative of process 
Decisions are made on limited sampling 

Not biasing current evaluation by knowledge of prior evaluations 
Separating levels of clinical assignments (role or task difficulty and 

levels of competency) 
Personality differences 



Sourr^^: Task force deliberations, 1975 
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Table 6.3 

AREAS OF PERFORMANCE OF THE CLINICAL INSTRUCTOR TO BiE EVALUATED BY THE STUDENT 



Areas of Perforaance 



Ability as a physical therapist 
Knowledge and experience 
Patien^ carc *^ ' 

Utilization of time 
Professionalism 
Teaching ability 



Supervision 
Amount 
Quality 
Type 

Feedback (constructive content and 

timing) 
Availability of instructor 
Recomrr changes 

Instruction 
Streingths 
Wealcnesses 

Type« of prescitacions 
Subj'ects presented (explanation of 
tr€:<tt:ment procedures and rationale 
o<* patii-eats' disabilities, etc.) 
Stiir^uiating the student to think 
Reading r^coczmended material 
Kev material presented 
Type and caality y£ instruction 
AdditioT3al instruction needed 
*ira^>unt 6.f repeticioa 

Evp.lua:;ion of ect b;/ 
:■ ::i ^mess 
Freouency 

Structure or ccnttnt: 
Heetin^rs ' 1th supervisor 
Formic ui^etl 

CVb e:z)iecio.t±oat, of student 
VilXiagriess of CI to complete 
stud^at evaluations 



Interper£> nal relations with student 
Communication 
Problems 

Exchange of knowledge and ideas 
Respect for student 
C ;nf idence in each other 
Ability to listen to student 
Student's feeling at ease with CI 
Support from CI 

Personal characteristics 
Interest in teaching 
Interest in affiliate's development 
Receptiveness to student's sugges- 
tions and criticisms 
Flexibility 
Und erst anding 
Honesty 
Sense of humor 
Ability to control emotions 
Objectivity 

Characteristics that helped 

student learn 
Characteristics that detracted 

from learning 

C>/erall rating of CI (fulfillment of 
student's expectations) 



Souxv-e: "Soft data," 1974; based on 180 evaluation forms submitted by 95 
climcal centers, 50 physical therapy programs and il physical 
therapy ^issistant programs 
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Table 6.4 

AEEAS OF PERFORMANCE OF THE CLINICAL INSTRUCTOR 

TO BE i: :r/' -jiEJ) by other clinical staff members 

Educational Areas Only 



Areas of performance 

Clinical education 

Coordination of clinical education programs (supervising and directing 

student affiliations, making outlines of subjects to teach students, etc.) 
Assignment of patients for student treatment 
Supervision of students (guidance and assistance) 
Communication with appropriate people about student's performance 
Stimulation received from working with students 

Patient education 

Family education 

Participation in inservice education programs as an instructor 



Source: "Soft data," 1974; based on 38 forms submitted by 3? clinical 
centers 
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Chapter 7 

FUTURE CONSIDERATIONS FOR CLINICAL EDUCATION 



During the course of the Project on Clinical Education in Physical Therapy, 
the project staff and task force members identified topical areas and 
approaches not included in the scope of work of the contract. Some ideas 
were in fact activated by the Project and led to the annotated bibliography 

(763) and topical coverage of the process of clinical education (Chapter 5). 
Other ideas are logical extensions of Project content and follow-up of the 
conclusions and recommendations set forth in Chapter 2. The purpose of the 
present chapter is to present a brief listing of future considerations for 
the interest of prospective researchers, project directors, graduate stu- 
dents, educational administrators, inservice education directors, and decision- 
makers of all kinds who are concerned with the interface of education and 
service in the health fields. 

Some of the items noted in the following pages reflect content possibilities 
for graduate education and continuing education; some are suggestions for the 
development of techniques and devices; some are ideas for future research and 
development; and some are the subject matter of future projects. The items 
are grouped under four interrelated focal points: social, educationa\, eval- 
uational, and organizational. 



SOCIAL FOCAL POINTS 



1. There should be studies to laoiii? w ^'^i . > and document the health care 
needs for physical therapy &c nr5.cf*s for selected population groups. 
Examples of such groups are chj.ldce. (preschool and school age) , the 
mentally retarded, and tlif^ e*r<>?Tlv ' .\xi retirement homes and in day 
care centers) . 

2. Tliers sLn^.l^j. studies to explore the opportt?nitias for physical 
theiapy ejw ,acior {^^n^^ service made possible by recent legislation 
(e.g., :.l care services to the preschool and school-age child). 

3. There f^hould be studies to identify the elements of job satisfaction 
for physical cherapisrs and physical therapist assistants, in various 
locales and in a varietjpof employment situations. 

4. There should be studies to deterxoine factors influencing the choice 
of location and i:ype, cf employmer*: of previously inactive physical 
therapists and physical therapist assistants who are returning to 
work. 

5. There should be studies on the magnitude of and the causes for 
attritioi* from the work force of physical therapists and physical 
therapist -';.:-:sistanta. 
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EDUCATIONAL FOCAL POINTS 



1. There should be preparation of physical therapy educators and clinicians 
on topics associated with organization and administration of physical 
therapy services and physical therapy educational programs, including 
but not limited to: 

a. Preparation and function of tables of organization and the implica- 
tions of line and staff relationships. 

b. Preparations writing, and function of annual and monthly departmental 
reports, both descrij. cive and statistical. 

c. Preparation of job descriptions and job specifications and their 
impact on performi^nce and evaluation. 

2. There should be attention to ways of developing ethical conduct in 
staff and students; there should be measures for auditing such 
performance. 

3. There should be an explor.'^^tion of certain statements that "students are 
not prepared*' or "students are ill prepared" in order to determine the 
reasons for and the implications of these observations. This issue 
was encountered by the Project. In an earlier paper [160] there is 
documentation that student preparation has been a source of dissatis- 
faction by staff in centers. 

4. There should be studies of the distribution of time and affort of the 
studencs involved in selected clinical education assignments and of 
the clinical faculty who function in clinical education settings; 
activities studied should include patient care, administration* 
inservice education, independent study., special projects, rounds, and 
conferences. 

5. There should be -tmdies of the internal design of clinical education 
assignments at .'iected sites in order to determine the nature of 
the learning experiences available and utilized. 

6. There should be further studies of the characteristics of clinical 
faculty members as they relate to student learning, staff performance, 
and patient care services. 

7. luere should be further analysis of available data in order to 
identify the similarities and differences in physical therapist and 
physical therapist assistant clinica] education and clinical faculty. 



EVALUATIONAL FOCAL POINTS 

1. There should be studies on he nature and content of the evaluations 
emanating from selected clinical education sites in order to identlf> 
unique characteristics, if they exist, of specific institutions, ^cl 
studies might contrast the type and nature of the evaluations on 
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similar students, or groups of students, from one clinical education site 
to another. 

2. There should be studies that look at the nature of evaluations of students 
emanating from selected clinical instructors at clinical education sites 
in order to understand more about the characteristics of the rater in 

the evaluation process. 

3. There should be longitudinal studies on the changes in student performance 
from the first clinical education assignment to the last, utilizing the 
results of evaluation techniques and devices. 

4. There should be studies that contrast the performance evaluation of 
physical therapy educational program graduates, from one to five years 
after graduation, with their performance as students. These evaluation 
studies should include analysis or individnai.>5 and their performance 

as well as groups students. 

5. There should be guidelines, techniques, and devices for evaluating the 
characteristics and effectiveness of specific learning experiences. 

6. There should be guidelines, techniques, and devices for the evaluation 
of clinical faculty performance* 

7. There should be guidelines, techniques, and devices for student self- 
evaluation for use in varying types of clinical education assignments. 

8. There shov.ld be evaluation devices for use by the student in evaluating 
the clinical education experience. An example of one draft form, based 
on the Standards for a Clinical Education Site in Physical Therapy is 
included in Appendix B of this report (page B-67) . 

9. There should be pretesting of the Standards for a Clinical Education Site 
in Physical Therapy (Appendix B) for possible modification. Then they 

jld be considered for inclusion in the essentials for acceptable 
education programs in physical therapy. [014] 



ORGANIZATIONAL FOCAL POINTS 

1. There should be follow-up of the Project on Clinical Education in Physical 
Therapy. One direction would be utilizing the information obtained by 
ths Project, some of which is included in this report, to explore the 
possibility of developing a formula, or formulas, for assigning students 
to a clinical education site. Such a formula might be based on such 
factors as staff complement, nature and number of referrals, daily 
patient load, monthly patient load, nature of the services rendered, 
length of the treatment program, length of the treatment day, and number 
of days of the w<^elc for service. 

2. There should he more specific contrasts of the content of this report 
with that avaiT-able in the study of basic physical therapy education 
directed by Catherine A. Worthingham in the 19,60s. [244] Among the 
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topics of interest to educators and clinicians alike would be studies 
of staff changes, space and er^uipment utilization, nature of the 
physician referral services, and characteristics of staff in the clinical 
environment. 

3. There should be studies '"-^ explore the strengths and weaknesses of 
physical therapy services in clinical centers not currently affiliated 
with educational programs; they may have considerable potential as 
clinical education sites. 

4. There should be studies of physical therapy services in agencies or 
institutions which no longer affiliate with educational programs for 
clinical education in order to identify the reasons for discontinuance 
of the affiliati :, changes which might have taken place, and the 
current status of these services. 

5. There should be documentation of mechanisms for developing new clinical 
education sites; experimental pilot projects should be conducted of 
possible alternative approaches to the development of needed sites. 
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INTRODUCTORY NOTE 



This list of references is arranged alphabetically by author and the entries 
are numbered sequentially. Numbers in parentheses in script type throughout 
this report refer to this list— with single exception of Appendix B, which is 
a self-contained unit and has its own list of references on page B-23. It 
is hoped that the list on the following pages may not only document the source 
materials but also serve as a helpful reading list. 
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PREFACE 



The clinical education aspect of a curriculum in physical therapy is an intrin- 
sic part of the total educational design and is an essential ingredient for 
any helping profession. Based on sound didactic learning, clinical education 
should expand the educational horizon of the student and give him/her the op- 
portunity of assimilating didactic or theoretical knowledge with practical 
application to real-life situations. 

The clinical education aspects of the curriculuit hrive changed drastically 
since the first physical therapy programs were esl.:£fel>.2hed in this country in 
the early 1900s. Education during that time was based primarily on an appren- 
ticeship model. Clinical assignments were relatively few, and they were in a 
restricted number of institutions — some even- limited to only one primary cen- 
ter. Although a primary center is still a requirement, as stated in the 
essentials of the physical therapist (3)* and physical therapist assistant 
programs, (4) the current pattern is to offer students, at all levels, educa- 
tional opportunities in a variety of health care centers. 

Educational curriculums in physical therapy, since 1936, have been approved 
by the American Physical Therapy Association in collaboration with the Ameri- 
can Medical Association; since 1955 the guidelines utilized have been the 
Essentials of an Acceptable School of Physical Therapy , as revised December 
1955.(1) In June 1974 the House of Delegates of the American Physical Therapy 
Association adopted the proposed Essentials of an Accredited Educational Pro- 
gram for the Physical Therapist . (3) which varied considerably from the 1955 
document of the American Medical Association. (1) Both of these documents 
appear in the Surveyor's Handbook of Information Concerning the On-Site Evalu- 
ation of an Educational Program for the Physical Therapist , prepared by the 
American Physical Therapy Association, April 1975.(7) 

In the June 1974 Essentials are tha following statements: 



The physical therapist practices as part of a large and varied team 
of personnel which includes the physicians and other professional 
and assistive health specialists, as well as members of the lay 
community. Inclusion of a particular aspect of practice in the 
list of objectives does not mean that the new graduate is expected 
to carry sole responsibility for that phase of care. It does in- 
dicate that the new physical therapist frequently participates in 
this activity and therefore should be prepared to carry out related 
responsibilities effectively. . . . Within the framework of a 
single job, even the recent graduate is often called upon to serve 
not*, only as a provider of service, but also as an administrator, 
supervisor, teacher, program pi £*nner, and consultant. (3) 



The physical therapist assistant progvrc'iJO v/as approved by the House of Dele- 
gates of the American Physical Therapy Association in 1966; the first gradu- 



Numbers in parentheses refer to the alphabetical list of references at the 
end of this document (pages B-23 and B-24). 
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ates completed their educational program for an associate degree in 1969 under 
guidelines established by the American Physical Therapy Association, In 1974 
a Handbook of Information ConcerninR Interim Approval of an Educational Pro- 
gram for the Physical Therapist Assistant became available from the American 
Physical Therapy Association, (4) It includes valuable information not only on 
clinical education but also on the entire education. 

As expressed in the Handbook : 

The purpose of the physical therapist assistant program is to pre- 
pare assistants who will contribute to physical therapy services by 
performing functions commensurate with the needs of the patients 
as determined by the physical therapist. , , , The physical therapist 
assistant works within the physical therapy service which is under 
the direction of a physical therapist. The assistant is responsible 
to and supervised by the physical therapists, (4) 

In 1974, 121 educational programs (85 percenr. of those then in existence and 
including those with curriculums in physical therapy for the physical thera- 
pist assistant, physical therapist , and the graduate student) affiliated with 
approximately 1671 individual clinical centers. The number of clinical 
centers for individual programs ranged from 5 to 165 with an average of 38 
centers per academic institution. 

The need for guidelines to assist clinical instructors in developing activi- 
ties in clinical education has been identified. The purpose of this document 
is to provide information and standards (concerning site selection for clini- 
cal education in physical therapy) which will serve as guidelines for: (a) 
clinical faculty who are ccnsidering establishing clinical education in their 
centers, and (b) academic >Voordinators of clinical education in educational 
institutions who are seleccing centers to provide clinical education experi- 
ences for their students. Along with the suggested standards are interpreta- 
tions, sn inventory for self-assessment of a clinical education site, and 
a fonr for summary comments. The statement of standards appears in Chapter 
III, which is preceded by two cb^ipters of text presenting basic principles 
and considerations. 
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I. DEFINITIONS AND BASIC PRINCIPLES 



PHILOSOPHY 

The philosophy of physical therapy education has always included the concept 
of interdepeni^ence of the clinical faculty with those of the educational in- 
stitution. m*se relationships are well expressed in the Handbook for Physi- 
cal Therapy Teachers : 

Any statement of philosophy developed within a particular educa- 
tional setting must be mutually acceptable to all members of the 
faculty, both academic and clinical. There must also be compati- 
bility between the philosophy of the institutions where physical 
therapy students will receive clinical experience. Certain uni- 
fying principles must be mutually agreeable so that concerted 
action may be taken to meet the needs of the profession with an 
acceptable balance of emphasis on obligations to research, to 
education, and to clinical practice. When there is agreement on 
fundamental principles the students will have an opportunity to 
acquire a clear-cut sense of purpose. Mutual interests, mutual 
trust, and mutual effort will be evident if the statement of 
philosophy of the School of Physical Therapy reflects the basic 
tenets of the encompassing institutions. (9) 

Form and Function of Written Agreements , published 1972, the authors empha- 
size that "the educational institution and the clinical institutions share 
commonality of purpose and are interdependent. "(13) 

The educational institution is brought into partnership with several service 
institutions (agencies and groups of practitioners) for the clinical education 
of physical therapy students. In all cases, the spirit of interdependence 
should be documented in the interinstitutional agreements developed bilateral- 
ly by the personnel from the educational and clinical institutions negotiating 
together. The institutions are interdependent for their own well-being, their 
growth, and their ability to serve the public, students, and the profession. 
They could not exist alone, and there is the ever-present need for individuals 
associated with both institutions to work harmoniously together, solving 
problems, planning activities, and serving together for the common good. It 
is for these purposes that this document is prepared. 



DEFINITIONS 

To facilitate understanding, some terms concerned with clinical education are 
defined below. Other terms are defined in the text. (Also see additional defini- 
tions on pages 1-5 of the final report of the Project.) 



Academic Coordinator of Clinical Education (ACCE) 

An individual^ employed by the educational institution, whose primary concern 
is relating the students* clinical education to the curriculum. This coordi- 
nator administers the total clinical education program and, in association 
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with the academic and clinical faculty, plans and coordinates the individual 
student's program of clinical experience with academic preparation, and eval- 
uates the student's progress. 

Behavioral Objective 

A stated target for a specific learning experience. The written objective 
identifies the behavior which, when exhibited, indicates that learning has 
occurred and the objective has been satisfactorily completed. 

Center Coordinator of Clinical Education (CCCE ) 

The individual at each clinical education site who coordinates and arranges 
the clinical education of the physical therapy student and who communicates 
with the ACCE and faculty at the educational institution. This person may or 
may not have other responsibilities at the clinical education center. 

Clinical Appointment 

The appointment of a clinician to a university faculty rank. Reimbursement 
and voting privileges are not usually associated with the appointment. The 
faculty member may be involved in academic activities (classroom teaching or 
committee functions) and may be awarded privileges based on appointment. The 
primary responsibility of this person is to the employing agency, not the 
academic institution. 

Clinical Education (clinical training, clinical assignments, practicum , clin- 
ical affiliation, field experience, clinical experience ) 

The portion of the student's professional education which involves practice 
and application of classroom knowledge and skills to on-the-job responsibil- 
ities. This occurs at a variety of sites and includes experience in evalua- 
tion and patient care, administration, research, teaching- and supervision. 
It is a participatory experience with limited time spent xn observation. 

Clinical Education Site (clinical center, field experience placement, clinical 
site, center ) 

A health care agency or other setting in which learning opportunities and 
guidance in clinical education for physical therapy students are provided. 
The clinical education site may be a hospital, agency, clinic, office, school, 
or home and is affiliated with one or more educational programs through a 
contractual agreement. 

Clinical Faculty Member (ACCE, CCCE, CI) 

Any person with responsibilities in clinical education. This includes 
both academic and clinical personnel. 

Clinical Instructor (CI) (preceptor ) 

A person who is responsible for the direct instruction and supervision of the 
physical therapy student in the clinical education setting. 
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Didactic Education 



That part of the educational process which occurs in the classroom and empha- 
sizes skills and theoretical concepts to be put into practice in the clinical 
education phase of the educational process. 

Evaluation 

"The appraisal of the worth of a person, place, or thing in terms of internal 
or external criteria. "(8) In the Project on Clinical Education, the emphasis 
has been on evaluation for educational purposes. 

Job Description 

A document enumerating the tasks, responsibilities, authority , and minimum 
qualifications of a person in an employment position. 

Learning Experience 

Any experience which billows or facilitates a change in behavior. A planned 
learning experience includes "a learner, an objective for the learner, a sit- 
uation devised to produce a response that contributes to the objective, a 
response by the student and reinforcement to encourage the desired response." 
(9) 

Patterns of Clinical Education 

Two patterns of organization of clinical education within the total education- 
al program: (a) concurrent, in which a portion of each day or week is devoted 
to didactic instruction and the remainder is spent in clinical education, and 
(b) nonconcurrent, when the student is engaged full time in a clinical educa- 
tion setting. 

Philosophy 

The beliefs, concepts, and attitudes of an individual or group such as a 
health care agency or an educational institution. 

TYPES AND LEVELS OF STUDENTS 

Students involved in the educational programs in physical therapy are pre- 
paring to be physical therapists or physical therapist assistants. There are 
various levels or stages of their clinical education. 

Types 

Physical Therapist Assistant is a graduate of a two-year college-level program 
leading to an associate degree. These programs are generally located either 
in community or junior colleges or in a few four-year institutions of higher 
learning. (4) 

Physical Therapist is a graduate of a program "in a regionally accredited in- 
stitution of higher learning awarding degrees at the baccalaureate level or 
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above and which can provide, directly or through affiliation with a neighboring 
institution, facilities for initial directed clinical education, as well as 
necessary teaching resources and instructional expertise in the areas of basic 
and applied, natural, behavioral, and medical sciences ."(3) 

Stages 

Beginning Stage: first period of assignment, first quarter, first semester, 
or first year. 

Intermediate Stage: second or third quarter or semester; intermediate quar- 
ters of a two-year curriculum. Students in the intermediate stage are often 
assigned to the clinic on a part-time basis; the period is longer than assign- 
ments for beginning students. 

Advanced Stage: the final period of assignment; in the last quarter or semes- 
ter; or a final summer experience. 

Postgraduate Level: beyond completion of the advanced stage of the basic cur- 
riculum; a clinical experience related strictly to the graduate student, an 
internship. 

Time Basis 

The clinical education of the student may be on a part-time or full-time basis. 

Part time generally means a few hours a day, two days a week, or half-days a 
week for a certain period of time. Part-time students also are considered to 
be in concurrent learning situations, where didactic class work and part-time 
clinical education occur simultaneously. 

Full time generally means the student is assigned to blocks of time on a full- 
time basis for a period of weeks to centers either in proximity to the parent 
educational institution or at some distance from it. 



BASIC PRINCIPLES OF CLINICAL EDUCATION 

The principles enumerated below have become generally accepted as useful guide- 
lines in developing programs of clinical education. The education of both 
types of physical therapy students should be based on sound educational plan- 
ning and clearly defined behavioral objectives. In hierarchiacal order, 
objectives for the entire curriculum can be interpreted as objectives for in- 
dividual courses, units of courses, and daily assignments, including each of 
the various levels of the clinical education portion of the curriculum. 

In like fashion, each clinical center affiliated with an educational institu- 
tion should have clinical education objectives for the students assigned to 
the service. These objectives should be acceptable and compatible with those 
of the sending institution for the ty^ - of student, the level of student, the 
length of the assignment, and the purp of the assignment. 

1, Two primary functions are present i. . any clinical education assignment — 
education and service. In addition, research is an ingredient necessary 
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to both functions. Education is the first consideration of the student 
and of the sending institution. Service is the first consideration of the 
receiving institution. These two primary ftmctions can be compatible. 
With good communications and receptive individuals, an accommodation is 
made In the majority of instances. Research between the two institutions 
or within either one or the other should be a third phase of the joint 
activities of the educational institution and the clinical center. 

2. Clinical education is an intrinsic part of the basic curriculum and should 
not be considered as a separate offering. Therefore, physical therapists 
involved in clinical education are essential members of the faculty for 
the basic curriculum and should not be regarded as an instructional staff 
apart from the faculty. 

3. Concurrent learning experiences, with increasing degree of difficulty and 
complexity, should progress to a final full-time block assignment of the 
student to clinical sites for intensive and realistic educational experi- 
ences. For the advanced undergraduate and graduate student, clinical 
education experiences should involve higher-level problem-solving tech- 
niques in order to prepare the graduate to function in positions where 
the increased responsibility for decision-making is necessary in supervi- 
sion, teaching, and administration as well as in direct patient care. 

4. Clinical education should take place in a broad spectrum of institutions 
and agencies. These centers should be representative of the health care 
delivery system of the nation, from prevention and early intervention to 
acute care, chronic care, and maintenance care. This spectrum of experi- 
ences should include the opportunity to be in agencies that are designed 
to meet the needs of society witSi particular emphasis on caring for the 
underserved populace. 

5. Ciinical education for physical therapy students should be interdiscipli- 
nary. First, educational opportunities should be provided for both types 
of students to be educated together. Secondly, educational opportunities 
should be provided for the physical therapist and physical therapist 
assistant students to be educated with health professionals in the other 
disciplines. The mere presence of other individuals does not assure inter- 
disciplinary education. The activity must be planned with specific outcome 
anticipated. 

6. Clinical education should include experience with team-care for clients or 
patients. Depending upon the number and type of personnel, team-care 
should exist within a physical therapy service. The team-care within an 
agency or organization should be interdisciplinary in nature and must be 
planned as part of the clinical education experience. 

7. The quality of the service and the quality of the staff—their interest in 
their clients, in their professional responsibilities, and in their students 
—is more important than the size of the center and the size of the physical 
therapy staff. 

8. In planning clinical experiences at the level of basic professional educa- 
tion, the concern should be for preparing the students to serve as 
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generalists in order to meet the primary needs of society. Allowance can 
be made for special interests, but the opportunity for a more in-depth 
exploration of these areas for true specialization should be accommodated 
at the postgraduate level. 

The design of the clinical education experiences should be flexible enough 
to accommodate differences in individual students, for example: (a) 
because learning styles of students vary, patterns of assignment to selec- 
ted sites or within clinical centers should not be fixed; (b) the total 
time commitment should be as long as necessary for the student to complete 
the objectives of the assignment; and (c) students with demonstrated com- 
petencies should be given the opportunity to work toward higher-level objec- 
tives or to bypass, reduce, or select alternate assignments in the fulfill- 
ment of their clinical education conmitment. 
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II. CONSIDERATIONS IN THE PLACEMENT OF STUDENTS 



RANGE OF SITE SELECTION 

The range of site selection for clinical education should include those insti- 
tutions or agencies which will assist in preparing the student to practice at 
the entry-level position as a professional on the health care team. 

The variety of learning experiences available within each clinical center 
should be identified with objectives developed for each unit or assignment 
appropriate for each type and level of student. In order to accommodate the 
individual needs and interests of each student, the selection and schedule of 
clinical experience should be mutually planned between the academic coordina- 
tor of clinical education (ACCE) and the center coordinator of clinical educa- 
tion (CCCE). 

These designed learning experiences should provide an exposure to prevailing 
contemporary health needs of society, and should be an effort to prepare new 
graduates to function in a flexible manner and to be able to adapt to the 
steadily occurring changes in the health care delivery system. The programs 
should be modified regularly after a thorough evaluation of health care needs, 
resources, opportunities, and changing patterns of care. 



SELECTION REQUIREMENTS 

The criteria developed by an educational institution for the selection of 
sites for clinical education take cognizance of the multiple organizational 
patterns utilized in health care delivery at primary, secondary, and tertiary 
levels. 

An educational institution may have requirements for clinical education of 
their students that include experiences in fixed facilities for acute care, 
rehabilitation, or chronic care- These experiences are usually in caring for 
the sick, the horizontal patient. There may also be requirements for clinical 
education involving vertical patients in such out-of-hospital services as com- 
munity health agencies, health maintenance organizations, public schools, out- 
reach clinics, drug rehabilitation centers, halfway houses, programs for the 
mentally and emotionally ill, and a variety of other agencies or programs pre- 
pared to serve the public and community health needs. 

An educational institution may allow elective placement in some of the out-of- 
hospital settings and some unique learning opportunities within a hospital in 
order to enable the student to pursue special interests in areas like mental 
retardation, developmental disabilities, arthritis, or the aged. Other 
special-interest assignments can be available for students planning for 
careers as administrators, supervisors, consultants, teachers, or researchers. 

An educational institution may wish to consider a single assignment of a 
student to a health care complex with a variety of programs through which the 
student will progress through a spectrum of health care services. Agencies 
of this type may exist in an area health education center or in a regional 
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health or medical complex involving community-based, as well as hospital-based 
programs; a consortium arrangement of educational and service institutions and 
agencies is another possibility. 

The criteria for selection of sites to which each individual student is assign- 
ed should be consistent with experiences necessary to facilitate achievement 
of the competencies outlined in the Standards for Basic Education in Physical 
Therapy (5) and the objectives of the overall curriculum of the individual edu- 
cational institution. 



LOCATION OF CLINICAL CENTERS 

In thG selection of clinical education centers as to location, the ACCE should 
give consideration to several important factors. 

For one thing, consideration should be given to clinical centers in close 
proximity to the educational institution in order to allow closer liaison, 
continuing education, and an exchange of ideas, personnel, and equipment. 
An exception to this general principle might be vjS m a student is assigned 
to a distant center for a special- interest need ot out of the country for a 
select overseas assignment. 

Consideration should also be given to the agencies or institutions located 
not only in urban and suburban areas, but also to those located in the rural 
areas. 

When clinical centers in close proximity or in crowded geographical areas are 
overutilized, consideration should be given to exploration and development of 
new sites not currently involved in clinical education. And, when existing 
sites are underutilized in comparison with the number of students that may be 
accommodated at any one time, attention should be given to the reasons. 

Although the distribution of student assignments throughout all 12 months of 
the year has been improving, consideration should be given to more effective 
utilization of clinical centers during all available months. There should be 
an appreciation, however, that clinical center staff may desire not to have 
affiliation all 12 months of the year. The personnel associated with the 
clinical education o^ students may benefit from a few months of time without 
students present. 

When there appears to be overutilization of the sites most highly desirable 
for educational purposes, the ACCE and the CCCE should consider ways in which 
large numbers of students can be accommodated without sacrificing quality. 
Sometimes when new learning patterns and supervisory styles are utilized, 
additional students may be accommodated. 

Because most educational institutions have as one raison d^etre the improve- 
ment and enrichment of their community (county, state, region), first consid- 
eration should be given to development of clinical education programs that 
will enhance the centers within the area served. 
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STUDENT'S SELECTION 



As far as possible, the student should be involved in the selection of clini- 
cal assignments. Efforts should be made by the academic and the clinical 
faculty to provide the student with an appropriate understanding of the cri- 
teria for an optimal clinical experience. The selection process itself can 
be a learning experience and the critical judgment of the mature student will 
Oe enhanced. 

Students should request a clinical center assignment from a predetermined list 
of centers already affiliated with the educational program. If a student 

tt ^n%''°u^^^A^^^^^ "^^^ ^ ^^''^^^ ^^^^ °" the list of approved sites, 
the ACCE should evaluate the requested center by the same criteria which were 
used to develop the existing list of affiliating sites. Students should not 
have the primary responsibility of seeking out a site on their own. 

Experience has shown that most students, when given the opportunity, will re- 
quest assignments to clinical centers where they will have the opportunity of 
pursuing their own objectives based on their professional goals and interests. 
Site selection should be based on educational opportunities provided and not 
on the provision of financial support from either the clinical center or the 
educational sponsoring institution. 



COSTS AND BENEFITS 

The ACCE and CCCE should thoroughly evaluate cost factors prior to commitment 
for clinical education. All financial matters should be negotiated prior to 
finalizing the contractual relationship. 

Benefits to the student and to the educational institution are readily recog- 
nized, but the advantages for the clinical faculty are often less evident. 
Increased rewards for the clinical faculty should include: participation by 
the academic faculty in the clinical center as consultants, instructors, vaca- 
tion relief, or in preparing and offering continuing education opportunities 
for the staff of the center. Other rewards to the clinical faculty should in- 
clude: faculty appointments, utilization of university and college resources, 
the loan of equipment, the use of interlibrary loan, financial coverage for ' 
general meetings as well as required supervisors' meetings, and honoraria for 
service beyond their job responsibilities. 

It should also be noted that involvement with students in clinical education 
expands the job responsibilities of clinical staff members. This may result 
in increased job satisfaction, job promotion, or added salary benefits. 



NATIONAL REQUIREMENTS 



All agencies affiliated with physical therapy educational programs are expected 
to meet the essential requirements as established and published by the American 
Physical Therapy Association. (3,4,5,8) 

Each agency is expected to be accredited by the Joint Commission for the Accre- 
ditation of Hospitals (12) or other similar accrediting agencies, such as state 
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boards or other approval mechanisms for health care delivery organizations or 
programs sponsored by a legitimately authorized agency or institution. This 
type of accreditation would include day-care centers, nursing homes, home-car 
programs, group practice clinics, recognized voluntary agencies, and local 
welfare agencies. 



INTERINSTITUTIONAL AGREEMENTS 

The American Hospital Association urges that hospitals negotiate some form of 
written contract with all of the educational programs in which they participate. 
Furthermore, in order for an educational institution to be eligible for federal 
financial support, written agreements must be available for all clinical educa- 
tion assignments for students in the allied health professions. In addition 
to such practical considerations as eligibility for funding, the negotiation 
and writing of agreements is considered a wise expenditure of time and effort. 

Staff from either the educational institution or the clinical center should^ 
feel free to initiate the contact on the desirability of the clinical affili- 
ation. The clinical center may desire the role and seek out educational in- 
stitutions with which it might affiliate. The ACCE may seek service and^ 
institutional agencies of health care for placement of students in a variety 
of settings in order to accommodate a greater number of students, to meet 
special needs of students, or to assist in the expansion of health care service 
to those in need. Representatives from the two groups should explore their 
expressed interests and topics related to the possible involvement of the two 
agencies and their collaborative agreement. 

Information included in a publication concerning written agreements is avail- 
able as a resource for the basic steps in drafting a contract . (13) This infor- 
mation will assist the representatives of the two agencies to follow through 
the necessary steps of exploring the issues and the problem areas and of clari- 
fying responsibilities to the parent agency, to the cooperating agency, ^d to 
the student prior to the drafting of a written agreement, which should be the 
culmination of negotiations. The written agreement would logically include 
material relating to the mechanism for continued cooperation, regulation, re- 
view, and termination of the contract. These issues should be thoroughly 
clarified prior to any commitment on the part of either party. 



EQUAL OPPORTUNITY AND AFFIRMATIVE ACTION 

In view of certain federal legislation enacted during the past few years, the 
need for wise selection and mutually agreed-upon contract terms is of even 
greater importance. The net effect of the legislative acts has been to prohi- 
bit discrimination on the basis of race, color, religion, national origin, and 
sex. Affirmative action programs represent operational responses to equal op- 
portunity legislation. 

For educational institutions, administrators must be concerned with policies 
and procedures that affect not only faculty and staff but also atildents. These 
policies and procedures include tho^e related to recruitment, admissions, sex- 
related program restrictions, counseling, housing, scholarshipis, recreation, 

330 



B-IO 



and athletics. Affirmative action mandates that all components of an educa- 
tional program be examined for possible discriminatory practices and that, 
when found, these practices be eliminated. 



For educational programs that place students in external locales for part of 
their education, the implications of this requirement are of particular impor- 
tance. In these instances, the educational administrator must consider each 
external agency as part of the educational program, and, as such, must be 
certain that each complies with affirmative action policies and procedures. (14) 

In physical therapy education each cooperating clinical center is part of the 
educational program, as defined by affirmative action programs and must adhere 
to affirmative action policies. The responsibility for affirmative action in 
clinical education should be shared by each individual involved in the clini- 
cal education program. 

Before entering into or renewing a contract with the cooperating clinical 
center, the ACCE should be certain that the agency will accept qualified stu- 
dents regardless of the student's sex, race, religion, color, or national 
origin. Various aspects of the clinical education program should be examined 
to be sure that each student will be provided equal opportunities, learning 
experiences, and benefits. Clinical center rules, regulations, and policies 
should also be discussed to be certain that they are or will be interpreted 
and apply to each student in the same manner. 

At this time it is difficult to predict how far-reaching the impact of affirm- 
ative action will be with regard to clinical education. It appears clear , 
however, that academic and clinical personnel associated with clinical educa- 
tion need to become more aware of affirmative action and need to design 
clinical education activities that recognize and reflect the need to provide 
equal opportunities for all students. 



FAMILY EDUCATIONAL RIGHTS AND PRIVACY 

Clinical faculty members should be aware of the provisions of United States 
Public Law 93-380, the Family Educational Rights and Privacy Act of 1974.(10) 

Subsection (a) of the act gives students, within 45 days of their written re- 
quest, "the right to inspect and review any and -all official records, files, 
and data directly related to" them. 

Subsection (b) of the statute deals with the requirement that the institution 
obtain the student's consent before releasing personally identifiable informa- 
tion or files concerning that student to any individual, agency, or organiza- 
tion. 



If a question of release of information shoaldarise, clinical faculty members 
should consult with officials who arj^-^fiiliar with the implications of the 
Federal Disclosure Act of 1974. 
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Ill, STATEMENT OF STANDARDS 



The items which the Project on Clinical Education concluded to be important 
as a basis for selection and retention of a clinical center for education of 
physical therapy students have been organized into the list of standards pre- 
sented in the following pages. 



INTENDED USE 

These items are suitable for the small clinical service with one or two physi- 
cal therapists and the one with a larger staff complement, for the community- 
based program as well as the hospital -based program. These standards should 
be used as guidelines by the academic coordinator of clinical education (ACCE) 
in evaluating a clinical center prior to affiliating and thereafter at regular 
intervals. For clinical centers, these standards are designed to be used as 
a basis for self-evaluation by the center staff prior to affiliating with an 
educational program and on a routine basis thereafter. 

In addition, consideration should be given to the Standards for Physical Ther- 
apy Services , adopted by the Board of Directors of the AiTiv^rican Physical 
Therapy Association in February 1971.(6) The set of standards as developed 
by the Project on Clinical Education for selection of clinical education sites 
supplements that statement of standards of practice and does not replace it. 

The standards have been developed for use. This is not to imply that each 
actual and potential clinical education site will meet every point expressed 
in the list presented here. These standards should be considered broad goals 
to work for in achieving the most effective clinical education. In order to 
facilitate use of the standards, an inventory for self-assessment and a sum- 
mary evaluation form have been developed. These appear as supplements to 
this document following the list of references. Before presenting the stan- 
dards themselves, a few comments should be made about the inventory and the 
summary . 



Self-Assessment and Sunmiary Evaluation 

The 34-page inventory, "Self-Assessment of a Clinical Education Site in 
Physical Therapy," may be used by the staff of a center to evaluate their own 
resources. The results of this self-assessment should then be shared with 
the educational institution with which the center is or will be affiliated. 
The form, "Summary Evaluation of a Clinical Education Site in Physical 
Therapy," can facilitate the sharing process. 

After concluding the self-assessment inventory, the staff of the center should 
review their findings and complete the fiverpage summary evaluation form. For 
each of the appropriate areas, strengths, weaknesses, adequacies, and inade- 
quacies should be identified. The staff should indicate changes they wish to 
initiate and suggest how the improvements may be accomplished. At the end, a 
final statement should summarize the present status of the center as a clinical 
education site. 
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This report should be shared with the ACCE at the appropriate educational 
institution(s). The ACCE should review the co2q)leted self-assessment from 
the clinical center along with other materials and, if possible, schedule a 
personal visit to the clinical center. A summary evaluation form can also be 
filled out by the educational program. It thea serves as a final report and 
recommendation to the center. 



STANDARD 1: A CLINICAL CENTER'S PHILOSOPHY AND ITS OBJECTIVES FOR PATIENT 
CARE AND EDUCATION MUST BE SIMILAR AND COMPATIBLE WITH THOSE OF THE EDUCA- 
TIONAL INSTITUTION. 

Interpretation 

A clinical center should i/ave a written statement of its philosophy as part of 
its overall functioning. This statement generally includes comments relating 
to its responsibilities for patient care, community service, community re- 
sources, educational activities, and research activities. Along with the 
statement of philosophy, there is frequently a written statement of specific 
educational objectives indicating the commitment of the agency to the educa- 
tion of students in a variety of disciplines, including an acknowledged re- 
sponsibility for tie education of physical therapy students. 

When the physical therapy service is part of a larger organization, it should 
have its iwn wrlttrin statement of philosophy for its activities and written 
objectives indicating its service and education commitments to consumers, 
patients and their famili<'^s, the community, staff, and students. 

Because clinical educaticn in physical therapy is a dual responsibility of the 
academic institution and the clinical centers, not only must there be a com- 
patible relationship between the personnel involved, but the philosophy and 
objectives of the -vo inc^titutions must be compatible and acceptable one to 
the other. They are not necessarily identical nor in complete accord. 

This compatibility may be reflected in the center's written statement of phil- 
osophy, its standards fov patient care, and its educational objectives for 
clinical education. The standards of patient care should include policies 
regarding patient referrals, roles of staff members, policies regarding stu- 
dent particip&^iion, and other topics. Educational objectives should be written 
specifically for ilstr center, should be flexible, should be reviewed annually 
and updated, and should be expressed in a fashion that can be modified for 
different types of students and different levels of students. When evidence 
of long-range planning, inservice education commitments, and educational and 
research activities is available, it increases the knowledge and appreciation 
of the philosophy and objectives of the center. 



STANDARD 2: A CLINICAL CENTER MUST DEMONSTRATE ADMINISTRATIVE SUPPORT AND 
INTEREST IN PHYSICAL THERAPY EDUCATION. 

In t erpre tat ion 

A commitment to education will usually be expressed in the i^itten statements 
of philosophy and educational objectives for the center as a whole and for the 
physical therapy service. 
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The process by which the administration and the physical therapy staff partici- 
pate in an educational program should be documented. The channels may be 
indicated in a table of organization for the institution. Support of inservice 
education programs and continuing education for all levels of personnel is 
evidence of its interest in upgrading the personnel. 

There are specific needs for educational programs in physical therapy, but the 
primary components for acceptability and successful programs relate to the 
affective domain of learning, indicating that the institution and the physical 
therapy staff are interested, willing, and committed to students in a program 
of clinical education. These characteristics are frequently more important 
than size, equipment, and other resources. 

The institution's support and interest in physical therapy education can be 
documented by indicating the educational institutions with which the physical 
therapy service is affiliated or has affiliated and the year the affiliations 
first began. Administrative support and interest in physical therapy education 
can also be demonstrated by institutional policy regarding release time, atten- 
dance at professional meetings, continuing education support, support through 
salaries, and other institutional policies that would contribute to a sound 
education. 

STMDAI<D 3: COMMUNICATIONS WITHIN THE CLINICAL CENTER SHOULD BE EFFECTIVE AND 
POSITIVE. 

I 
I 

Interpretation 

Within a clinical center there are established lines of communication and 
formal documents for the purpose of communicating to others. Informally, 
verbal and nonverbal communications take place in many ways. The manner in 
which the staff in physical therapy communicates with consumers of its ser- 
vices, patients, administrators, physicians, and referral agencies should be 
consistent with results desired and should be reviewed regularly, A review 
of the table of organization indicates the formal lines of communication. 
Communication occurs through regular meetings of staff , advisory committees, 
or with liaison representatives of referral agencies. Democratic partici- 
patory management in the physical therapy service should increase communica- 
tion between staff and administration at supervisory levels. Through such 
mechanisms, the necessary two-way communication system can be facilitated. 

Another form of communication is through monthly and yearly reports which list 
the activities of staff and plans for the next time period, as well as the 
services rendered to referring departments and the types of activities related 
to patient care which have taken place. The reports might include professional 
activities of the staff and other activities in which the staff is involved 
that are not directly patient related. 

The procedures utilized in coimnunicating with students might well fit the 
established pattern, or special arrangements may need to be made on a daily 
or weekly basis with affiliating students. 
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It is important to maintain constant vigilance to insure that existing channels 
of communication are continuing to serve the needs of all personnel within the 
health care center. 



STANDARD 4: THE PHYSICAL THERAPY SERVICE SHOULD PROVIDE AN ACTIVE, STIMULATING 
ENVIRONMENT APPROPRIATE FOR THE LEARNING NEElS OF THE STUDENT. 

Interpretation 

..Jgvaluation of the desirable learning environment in the clinical setting can 
be based in part on characteristics of good management, high staff morale, har- 
monious working relationships, and sound patient management procedures. Monthly 
and annual reports can provide descriptive and statistical analysis of patient 
care and related activities. The standards of practice established for service 
and administrative manuals can provide information in the areas of patient care 
and administrative procedures. 

Space and equipment should be adequate for good patient care; this reflects the 
attitude of the center's administration toward support for the physical therapy 
service. The learning environment should show such less tangible characteris- 
tics as personnel receptiveness , a variety of expertise, interest in newer 
techniques, involvement with other professionals outi'ide of physical therapy, 
and sophistication of public relations efforts. An environment conducive to 
learning does not need to be elaborate but must be dynamic and challenging. 



STANDARD 5: THE PHYSICAL THERAPY SERVICE SHOULD HAVE AN ACTIVE AND VIABLE 
PROCESS OF INTERNAL EVALUATION OF ITS OWN AFFAIRS AND SHOULD BE RECEPTIVE TO 
PROCEDURES OF REVIEW AND AUDIT APPROVED BY APPROPRIATE EXTERNAL AGENCIES. 

Interpretation 

The procedures for evaluation of personnel and functions of the physical ther- 
apy service should be documented and should be completed on a routine basis. 
Such evaluations should include the internal administration of the service, 
and, when appropriate, the effectiveness of the external administrative frame- 
work as it relates not only to its own internal functioning but to its rela- 
tionships with other administrative units within a larger agency. 

Evaluation of all personnel should be completed at regular intervals and 
should include appropriate mechanisms for expediting the process, for appro- 
priate feedback to individuals, and for an analysis of the care rendered by 
the staff to its clients and patients. For evaluation of service, some form 
of utilization review, peer review (both internal and external), or medical 
audit of service should be required at regular intervals. Problem-oriented 
record systems and data-processing systems can be helpful in this process. 

Evaluation should include not only the delivery-of-service activities but also 
special studies, teaching, research, or other commitments of the staff and the 
manner in which such work is being done. The rate of staff turnover should be 
identified and the reasons for this turnover, both for younger staff members 
and senior or supervisory personnel. 
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The programs of education for various levels of students from other disci- 
plines as well as physical therapy should be reviewed and revised as objec- 
tives, programs, and staff changes occur. 

Evaluation with the goal of improving the status quo should be an ongoing 
process with the results recorded so that change or the lack of change can be 
documented. 

STANDARD 6: THE VARIOUS CONSUMERS SHOULD BE SATISFIED THAT THEIR NEEDS FOR 
PHYSICAL THERAPY SERVICE HAVE BEEN MET. 

Interpretation 

Consumers of physical therapy services include patients and their families, 
administrators, physicians and professional personnel, referring agencies, and 
students. The degree of satisfaction from all of these sources should be 
documented on either a formal or informal basis. 

Records and reports, carefully completed, provide documentation of patient care 
plans, from referral to discharge and follow-up status; communicate information 
to the medical service, administration, and other professionals; and provide 
statistics for analysis as to work load, staffing patterns and satisfaction, 
program planning, and research studies. These records and reports are neces- 
sary for evaluation of functions and the degree to which the needs of the con- 
sumers requesting physical therapy service are being met. 

Patients and their families expressi their satisfaction or dissatisfaction with 
services rendered in a variety of personal ways. Administrators express their 
satisfaction or dissatisfaction through support, changes in personnel, budget 
allocations, and periodic formal assessments. Physicians express their satis- 
faction through increased or decreased referrals and increased or decreased 
reliance on the staff's judgment. Personnel may express their satisfaction 
through their growth and maturity as well as their stability. Referring agen- 
cies may express their satisfaction through increased referrals. 

Understanding the procedures for insuring consumer satisfaction are vital to 
functioning as an effective physical therapy professional; therefore, students 
must have the opportunity to be involved in such activities. 

Since meeting the needs of consumers is the reason for the existence of a health 
care agency, the degree of satisfaction should be a constant consideration of 
all personnel involved in the delivery of service. 

STANDARD 7: SELECTED SUPPORT SERVICES SHOULD BE AVAILABLE TO AFFILIATING 
STUDENTS. 

Interpretation 

Support services which may be available should be documented in writing for 
the student prlo^c to arrival and supplemented by additional information upon 
arrival. Such 5>-jj>.port services include: health care, emergency medical care, 
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and pharmaceutical supplies; library facilities, educational media and equip- 
ment, copy machines, computer services; and support from counseling personnel 
and advisers in research design and independent study planning. Other ser- 
vices might include room and board, assistance of the staff in securing 
services as needed, commissary privileges, laundry, parking, special trans- 
portation, and recreational facilities. * 

In the statement about the availability of such support services, there should 
be clarification of the conditions under which the students may have access to 
them and at what cost, if any. For all services available to students, there 
should be clear statements about lack of discrimination; for example, in room, 
board, laundry, and recreational facilities. 



STANDARD 8: ADEQUATE SPACE FOR STUDY, CONFERENCES, AND TREATING PATIENTS 
SHOULD BE AVAILABLE TO AFFILIATING STUDENTS. 

Interpretation 

The availability of space for special purposes should be identified in the 
administrative manual by a floor plan or descriptive materials. If there are 
stipulations or restrictions imposed on students with respect to access to 
available space, they should be clearly indicated in writing. 

Those items of particular concern to students are: lockers for clothing and 
security of personal belongings, a study area, a charting area, adequate space 
for patient care activities, and a private area for counseling with a clinical 
instructor or other staff members. Classrooms and conference space may be 
available; they should be accessible for staff meetings, lectures, case con- 
ferences, and demonstration of activities. 



STANDARD 9: PROGRAMS FOR AFFILIATING STUDENTS SHOULD BE PLANNED TO MEET SPE- 
CIFIC OBJECTIVES OF THE CURRICULUM, THE CLINICAL CENTER, AND THE INDIVIDUAL 
STUDENT. 

Interpretation 

Preliminary planning for students should take place in personal sessions be- 
tween the center coordinator of clinical education (CCCE) and the clinical 
instructors (CIs) in the center and the academic coordinator of clinical educa- 
tion (ACCE) from the educational institution. At these sessions the education- 
al objectives of the two institutions should be shared, compared, and used as 
a point of departure in planning student schedules and learning experiences 
while the student is in the clinical center. If the center has not previously 
been affiliate^' 'dth an educational institution, it should document the oppor- 
tunities for 1. ning available within the agency and a strategy for implemen- 
ting these learning experiences based on sound educational planning and accor- 
ding to daily, weekly, or monthly schedules. 

Although the primary commitment of students may be for patient care, other 
learning possibilities should be available for professional growth and experi- 
ences in administration, supervision, teaching, and research. The number of 
clinical staff at all levels who are available to assist in the teaching effort 
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should be documented. The availability of reference materials, reprint files, 
and library facilities to complement learning experiences should be identified. 
Many of these resources can wisely be included in administrative and procedural 
manuals • 

The staff in the clinical center should be prepared to modify particular learn- 
ing experiences to meet individual student needs, objectives, and interests. 
Where possible, upon arrival, students should participate in planning their 
learning experiences according to mutually agreed-upon objectives. Evaluation 
of student performance is an integral part of the learning plan, and opportun- 
ity for discussion and feedback of strengths and weaknesses should be scheduled 
on an ongoing basis. Effective supervision and counseling are important in 
the student's clinical education. 

Plans should be made for a continuous liaison between staff in the clinical 
center and staff in the academic institution. Mechanisms for two-way communica- 
tion between the student and the staff in the clinical centers and the academic 
institutions should be established; all parties should be encouraged to com- 
municate freely as a matter of routine. 

STANDARD 10: THE CLINICAL CENTER MUST HAVE A VARIETY OF LEARNING EXPERIENCES 
AVAILABLE TO AFFILIATING STUDENTS. 

Interpretation 

Physical therapy students are primarily concerned with delivery of services to 
clients or patients. This activity has traditionally been on a one-to-one 
basis, but it can and should be considered on a group basis in institutions, 
in community agencies, extended-care facilities, and other situations. Patient 
care activities involving students can be adjusted to the level of student, the 
length of assignment, and appropriate roles. 

Other learning experiences for students should evolve from: rounds, case con- 
ferences, department meetings, team-care meetings, committee meetings, planning 
sessions, special clinics, special educational programs, observing in surgery, 
observing physicians in clinical situations, and participating in outpatient 
departments, bedside care, clinic care, home care, and community activities. 
The range of experiences with patients should include screening, planning, 
treating, evaluating, follow-up, and reporting. Specific educational objec- 
tives should be identified for each of the experiences available. If research 
projects are being conducted, clarification should be made on whether or not 
the student may participate in this activity and under what stipulation. 

STANDARD 11: THE STAFF OF THE CLINICAL CENTER MUST MAINTAIN ETHICAL STANDARDS 
OF PRACTICE. 

Interpretation 

Standards of practice are based on state practice acts in physical therapy, 
the code of ethics of the American Physical Therapy Association, and individual 
or institutional policy. All physical therapists and physical therapist assis- 
tants on the staff should be practicing legally in the state. The institutional 
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policy, in addition to standards of practice, should include statements on 
patients* rights, release of confidential inf ormatiooi, photographic permission, 
clinical research, and related issues. 

The clinical center should have appropriate procedures for reporting illegal, 
unethical, or incompetent practice of physical therapy to appropriate author- 
ities. All standards of practice should be in writing (e.g., in the admini- 
strative manual) and available to the staff and the students. 



STANDARD 12: ROLES OF THE VARIOUS TYPES OF PHYSICAL THERAPY PERSONNEL AT THE 
CLINICAL CENTER MUST BE CLEARLY DEFINED AND DISTINGUISHED FROM ONE ANOTHER. 

Interpretation 

Job descriptions should be complete and up to date for all personnel at the 
clinical education site; .these should be in the administrative manual and 
accessible to staff and students. The job descriptions should mirror current 
practices and should reflect the actual job being performed by the individual. 
Organizational charts should show the line and staff relationship of the staff 
members and to whom the student is responsible while at the center. 



STANDARD 13: THERE SHOULD BE AN ACTIVE STAFF DEVELOPMENT PROGRAM FOR THE 
CLINICAL CENTER. 

Interpretation 

The staff development program should be in writing in the administrative manual 
and should state policies concerning on-the-job training, inservice education 
programs, continuing education program activities, attendance at state or na- 
tional professional meetings * and graduate study. The statement should include 
the policy on release time for certain types of development programs and the 
nature of possible financial support for attendance and participation in self- 
improvement projects. 

Inservice educational programs shomld be scheduled on a regular basis and be 
planned by members of the staff. The cor?itinuing education programs in which 
staff members have participated during the past two years and the contribution 
of the physical therapy personnel to educational programs within the institu- 
tion and in the community should be documented. 



STANDARD 14: THE PHYSICAL THERAPY STAFF AT THE CLINICAL CENTER SHOULD BE IN- 
TERESTED AND ACTIVE IN PROFESSIONAL ASSOCIATIONS. 

Interpretation 

Since one of the hallmslrks of a profession is a strong professional association, 
the staff in physical 'therapy at the clinical center should be active In appro- 
priate organizations. A yearly or bi-yearly resume of staff activities should 
be compiled to Include self-Improvement activities, professional enhancement 
activities, professional activities relating to offices or committees, papers 
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or speeches presented, and other special activities. It should be the policy 
of the institution that the staff be encouraged to be active professionally 
at local, state, and national levels. 

STANDARD 15: THE PHYSICAL THERAPY STAFF AT THE CLINICAL CENTER MUST POSSESS 
THE EXPERTISE TO PROVIDE GOOD PATIENT CARE (OR SERVICE) AND MUST BE ADEQUATE 
IN NUMBER TO PROVIDE SIMULTANEOUSLY A GOOD EDUCATIONAL PROGRAM FOR STUDENTS. 

Interpretation 

Adequate clinical education can be planned for a student in a center with one 
physical therapist or more. The adequacy of numbers relates to the number of 
students accepted and the nature of the learning experiences and the activities 
of the agency. There should be an identified staffing pattern indicating the 
breadth of staff involvement on teams, groups, special programs, or special 
assignments. A daily schedule should be available showing the timing and se- 
quence of events relating to patient care, service to other clients, admini- 
stration, research, and other types of activities. 

Student-staff ratio can vary according to the nature of the center and the 
nature of the staff, the level of the student, the type of student, and the 
length of the student's assignment. No more than two physical therapist 
assistant students should be assigned for a physlMl therapist to supervise. 
There should be an effective system of scheduling patients as well as an 
effective system of assigning students to staff members for all activities. 

STANDARD 16: ONE PHYSICAL THERAPIST SHOULD BE RESPONSIBLE FOR COORDINATING 
THE ASSIGNMENTS AND ACTIVITIES OF THE STUDENTS AT THE CLINICAL EDUCATION SITE. 

Interpretation 

A physical therapist should be assigned as the CCCE and preferably should be 
recruited for the position. This individual should not only be proficient as 
a clinician, but also experienced in clinical education, interested in students 
and in education. The individual should possess good interpersonal relations 
skills and good organizational skills and should be knowledgable of the agency, 
lis people, and its resources. The CCCE should be capable of and interested 
in pursuing and identifying additional resources for clinical education. 

If the specific duties of the CCCE are not already included in a basic job 
description, a special job description should be developed for the individual 
(see Standard 12). Within the center there should be administrative support 
for the time and cost of implementing the responsibilities of the position. 



STANDARD 17: SELECTION OF CLINICAL INSTRUCTORS SHOULD BE BASED ON SPECIFIC 
CRITERIA. 

Interpretation 

Physical therapists and physical therapist assistants who are CIs should be 
qualified to practice legally within the state; they should be Interested in 
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students and in the educational process. Only those who are willing should 
be assigned the responsibility. Normally at least a year of experience should 
be a prerequisite for a CI, but in special programs or in special areas of 
expertise less experience has proved to be satisfactory. 

There should be evidence that the CI has received some special preparation or 
is willing to become better prepared for clinical teaching, working with stu- 
dents, and evaluating students. The personal characteristics of the individ- 
ual are highly important in the selection of a CI, Willingness to work with 
students, availability to students, and ease in talking and working with stu- 
dents should be considered. If the specific responsibilities for the CI are 
not already included in a basic job description (see Standard 12), a special 
job description should be written for the purpose or new duties should be 
added to the basic job description of a staff physical therapist. 



STANDARD 18: CLINICAL INSTRUCTORS SHOULD BE ABLE TO APPLY THE BASIC PRINCIPLES 
OF EDUCATION—TEACHING AND LEARNING—TO CLINICAL EDUCATION, 

Interpretation 

The academic institution and the clinical center should collaborate on arrange- 
ments for organizing and presenting materials on clinical teaching, clinical 
learning, and associated topics. The clinical center should have acceptable 
policies regarding release time, inservice education, and continuing education 
to benefit the CIs in becoming more effective and proficient as teachers in 
the clinical setting. The affiliating academic institution should contribute 
significantly to these endeavors for a new clinical education site and for 
continuing work with an established center. 



STANDARD 19: SPECIAL EXPERTISE OF THE VARIOUS CLINICAL CENTER STAFF MEMBERS 
SHOULD BE SHARED WITH THE AFFILIATING STUDENTS. 

Interpretation 

Clinical center staff members in physical tharapy and in other professional 
programs related to physical therapy possess special expertise which can 
broaden the horizon and competency of students. This special knowledge and 
expertise can be shared with students through rotating systems of assignment, 
team meetings, departmental case conferences, inservice education programs, 
lectures, demonstrations, and by observing individuals perform snecial proce- 
dures , 



STANDARD 20: THE CLINICAL CENTER MUST BE COMMITTED TO THE PRINCIPLE OF EQUAL 
OPPORTUNITY AND AFFIRMATIVE ACTION AS REQUIRED BY FEDERAL LEGISLATION, 

Interpretation 

All educational institutions must document evidence that they are in compli- 
ance with federal regulations. For educational programs that place students 
in external facilities for part of their education, each external agency is 
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considered as a part of the educational program. Thus, in physical therapy 
education, each cooperating clinical center is part of the educational pro- 
gram, as defined by affirmative action, and must adhere to affirmative action 
policies. 

The center must not knowingly discriminate on the basis of sex, race, color, 
religion, or national origin in recruiting, hiring, promotion, retention, 
training, benefits, and retirement of professional and nonprofessional per- 
sonnel. In addition, the agency must not discriminate against affiliating 
students and must insure that each student is provided equal opportunities, 
learning experiences, and benefits. 



CONCLUSION 

The 20 standards above, along with their interpretations, have been developed 
as guidelines for establishment of sites for clinical education in physical 
therapy. They should be useful to the clinical centers as well as the acade- 
mic institutions; they should be useful for developing new centers as well as 
for reassessing existing clinical education sites for physical therapy students 

An alphabetical list of references for Appendix B follows. Immediately there- 
after are the self-assessment inventory and summary evaluation form referred 
to earlier, which are designed for facilitating application of the standards. 
In conclusion it should be emphasized that compliance with every item in the 
standards is not a requirement for approval as a clinical education site in 
physical therapy. 
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SELF-ASSESSMENT OF A 
CLINICAL EDUCATION SITE IN 
PHYSICAL THERAPY 



PURPOSE 

This inventory for self-assessment is designed to facilitate use of the 
Standards for a Clinical Education Site in Physical Therapy developed by the 
Project on Clinical Education. The assessment is intended to be useful to 
both the clinical center and the academic institution for development of new 
clinical education sites and for reassessment of existing clinical centers 
already utilized for physical therapy students. 



INSTRUCTIONS TO THE CENTER 

1. Complete the items which are appropriate and applicable for your center. 
Throughout the inventory, please use "NA" to indicate those items which 
are not applicable or not appropriate to your center, 

2. Use as guidelines the document setting forth Standards for a Clinical 
Education Site and the interpretation accompanying each of the Standards, 

3. When requested, please indicate if the written materials are available 
for review. 

4. If the materials requested to be attached are not available, please 
explain. 

5. Please attach additional pages when space is inadequate for your response. 
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A. IDENTIFICATION OF CENTER 

A.l. Name of center 

A. 2. Address_ 

A. 3. Telephone^ 

A. 4. Type of center . 

A. 5. Accreditation status including date and by whom_ 



B. ADMINISTRATIVE PERSONNEL 

B.l. Name and address of Director of Physical Therapy* 



B.2. To whom is the Director of Physical Therapy responsible: 
B.2.1. For administrative matters (Name and Title) 



B.2.2. For health care matters (Name and Title) 



B.3. Advisory Committee (Names, Titles, and Frequency of Meetings) 



B.4. Medical Director if any (Name, Title, and Frequency of Contact) 
B.5. Center Coordinator of Clinical Education (Name)* 



C. COMPLETION OF SELF-ASSESSMENT 

C.l. Date Self-Assessment is completed 

*Please attach copy of curriculum vitae^ 
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C.2. Signature of person responsible for completing Self -Assessment 



C.3. Title 
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STANDAKD 1: A CLINICAL CENTER'S PHILOSOPHY AND OBJECTIVES FOR PATIENT CARE 
AND EDUCATION MUST BE SIMILAR AND COMPATIBLE WITH THOSE OF THE 
EDUCATIONAL INSTITUTION. 



1.1. Does your center have a statement of philosophy? Yes ; No . 

1.2. Does the center have a statement of objectives? Yes ; No . 

If yes, does the statement include educational objectives? Yes ; 

No . 

1.3. Does the physical therapy service have its own statement of philosophy 
or purpose? Yes ; No . 

1.4. Does the physical therapy service have its own statement of objectives? 

Yes ; No . Does the statement include educational objectives? 

Yes ; No . When were the objectives most recently revised? 



1.5. Do you have written standards and policies for physical therapy ser- 
vices? Yes ; No . 

1.6. Do you have written procedures for patient care plans? Yes ; 

No . 

1.7. Do the written procedures include a policy for: 

1.7.1. Referrals? Yes ; No . 

1.7.2. Role of staff members? Yes ; No . 

1.7.3. Role of students? Yes ; No . 

1.8. Does your physical therapy service have written objectives for clinical 
education? Yes ; No . 

1.9. If yes, are the objectives flexible to accommodate: 

1.9.1. Student's objectives? Yes ; No . 

1.9.2. Students at different levels? Yes ; No . 

1.9.3. School's objectives for specific 

experiences? Yes ; No . 

1.10. Does your center have written long-range plans? Yes ; No . 

1.11. Does your physical therapy service have written long-range plans? 

Yes ; No . Date of latest revision ^ • 
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(Standard 1 cont.) 



After reviewing the philosophy, curriculum objectives, objectives for clinical 
education, and objectives for specific experiences applicable froia the aca- 
demic institution: 

1.12. Do you believe your center's philosophy? sad objectives are compatible 
with those of the academic institution? Yes • No 

Partially . ' 

1.13. Do you believe the physical therapy service philosophy and objectives 
are compatible with those of the academic institution? Yes 

No ; Partially . ' 

1.14. If your answer is no or partially , would you be willing to discuss the 
differences to determine whether or not there is sufficient accord to 
pursue a program of clinical education? Yes • No 



STANDABD 2 : A CLINICAL CENTER MUST DEMONSTRATE ADMINISTRATIVE SUPPORT AND IN- 
TEREST IN PHYSICAL THERAPY EDUCATION. 



2.1. Do you have a written table of organization for the center and for the 
physical therapy service which shows the line and staff relationships 
of the staff -!;C.Jj-^,v"5 and to whom the student will be responsible while 
assigned to tu^ ^v^er'i Yes ; No . Please attach, 

2.2. Does the center support programs of education for students within its 
own institution (e.g., radiologic technology, surgical assistant, etc.)? 
Yes ; No . If yes, please list. 



2.3. Does your center's administration sponsor inservice education programs 
for: 

2.3.1. Administration? Yes ; No 
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2.3.2. Middle Management? Yes ; No 

2.3.3. Supervision? Yes ; No 

2.3.4. Teaching? Yes : No 



2.4. Does your center provide support for inservice education programs for 

physical therapy staff? Yes ; No . If yes, please attach list 

of physical therapy inservice education programs scheduled during the 
past one to two years. 

2.5. Does your center provide financial support for physical therapy staff 
to attend programs of continuing education? Yes ; No 
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(Standard 2 cont.) 

2.6. Does your physical therapy service have clinical affiliation with other 
academic institutions? Yes ; No . If yes, please list: 



2.7. Have written agreements been negotiated with any other educational in- 
stitution? Yes ; No . 



2.8. Are you satisfied with the degree of interest your center administrator 
has demonstrated in education for all levels of PT personnel? 
Yes ; No . 



2.9. Are you satisfied with the degree of accessibility you have to adminis- 
tration? Yes ; No . Describe: 



STANDARD 3: COMMUNICATIONS WITHIN THE CLINICAL CENTER SHOULD BE EFFECTIVE AND 
POSITIVE. 

3.1. Evaluate the effectiveness of the communication between the physical 

therapy service and others as: (S) Satisfactory, (M) Marginal, or (U) 
Unsatisfactory. Describe methods utilized: 

3.1.1. Administration: 

S,M,U 

Methods : 

3.1.2. Physicians: 

S,M,U 

Methods : 

3.1.3. Referral Agencies: 

S,M,U 

Methods : 

3.1.4. Patients: 

S,M,U 

Methods : 
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(Standard 3 cont.) 

3.1.5. Occupational Therapy: 



S,M,U 

Methods : 
3.1.6. Social Services: 



S,M,U 

Methods : 

3.1.7. Nursing Services and Patient Care Personnel: 



S,M,U 

Methods.: 
3.1.8. Others: 
Methods : 

3.2. Evaluate the effectiveness of communication within the service; 

3.2.1. Between individuals: 

S,M,U 

Methods : 

3.2.2. Concerning administrative policies and procedures: 



S,M,U 

Methods : 

3.3. Do you have organized procedures for orientation of students? 
Yes ; No . 

3.4. What ways are utilized to maintain communication with students? 
3.4.1. Before arrival: 



3.4.2. Immediately upon arrival: 



3.4.3. Continuance throughout clinical experience :_ 



3.5. List professional activities of your staff not related to direct pa- 
tient care: 

3.5.1. Within your institution; 
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(Standard 3 cont.) 

3.5.2. Witliln your service: 



STANDARD 4: THE PHYSICAL THERAPY SERVICE SHOULD PROVIDE AN ACTIVE, STIMULAT- 
ING ENVIRONMENT APPROPRIATE FOR THE LEARNING NEEDS OF THE STUDENT. 

4.1. Evaluate morale of staff on the physical therapy service; 
Excellent ; Sometiines low ; Needs attention . 

4.2, Evaluate norale of staff in the center: Excellent ; 

Sometimes low ; Needs attention . 



4.3. Do you prepare official reports for the physical therapy service? 

Yes ; No . Monthly ; Annually . Please attach the 

BOst recent annual report. Are these reports accessible to the studentj 
Yes ; No . 

4.4. If vou prepare reports, do they include: 

4.4.1. Patient statistics? Yes ; No . 

4.4.2. Activities with other departments related to patient care? 
Yes ; No . 

4.4.3. Activities rendered to other departments not related to patient 
care? Yes ; No . 

4.4.4. Activities outside the center? Yes ; No . 

4.4.5. Teaching activities? Yes ; No . 

4.4.6. Others? (list) 



4.5. Does the center have a procedure manual? Yes ; No . 

4.5.1. If yes, is it readily available to all staff meniers? 
Yes ; No . 

4.5.2, If yes, is it readily available to the students? 
Yes ; No . 

4.6. Do you have a manual for physical therapy administrative procedures? 
Yes ; No • Available to students? Yes ; No . 



343 

B-34 



(Standard 4 cont.) 



Do you have a manual for physical therapy procedures (for other th 

tient care plans)? Yes ; No . Available to students? 

Yes ; No . 



Please attach description of space available for exclusive use of physi- 
cal therapy service. Evaluate: Adequate for present service needs 
; Adequate for student affiliations . (Yes; No) 

Please attach description of space outside of physical therapy, 
available for use on scheduled basis. 



4.10. Describe your equipment in relation to: 

4.10.1. Type of patients treated: Adequate ; Inadequate 

Connnent : 

4.10.2. Physical therapy procedures: Adequate ^ ; Inadequate 

Comment: 

4.10.3. ^^odem, up to date: Adequate • Inadeqaate . 

Comment : 

4.10.4. Maintenance or calibration: Adequate 5 Inadequate 

Comment : 

4.10.5. Budget for new equipment: Adequate ; Inadequate 

Comment : 
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STANDARD 5: THE PHYSICAL THERAPY SERVICE SHOULD HAVE AN ACTIVE AND VIABLE 

PROCESS OF INTERNAL EVALUATION OF ITS OWN AFFAIRS AND SHOULD BE 
RECEPTIVE TO PROCEDURES OF REVIEW AND AUDIT APPROVED BY APPRO- 
PRIATE EXTERNAL AGENCIES. 



Do you 


routinely analyze monthly reports? Yes 


; No 


Annual 


reports? Yes ; No . Please attach latest 


annual 


report. 


5.1.1. 


Source and type of referrals: 


Yes 


; No 


5.1.2. 


Physical therapy procedures in relation 
to referrals: 


Yes 


; No 


5.1.3. 


Physical therapy procedures as related 
to utilization and need of space: 


Yes 


; No 


5.1.4. 


Equipment : 


Yes 


; vio 


5.1.5. 


Personnel in relation to number of 
patient visits and treatment procedures: 


Yes 


; No 


5.1.6. 


Record-keeping procedures: 


Yes 


; No 


5.1.7. 


Staff activities: 


Yes 


; Nc 


5.1.8. 


Other , list : 






Do you 


have procedures for internal review and evaluation 


of services? 


5.2.1. 


Administrative procedures: 


Yes 


; No 


5.2.2. 


Personnel involved in service: 


Yes 


; No 


5.2.3. 


Types of service rendered: 


Yes 


; No 


5.2.4. 


Utilization review: 


Yes 


; No 


5.2.5. 


Peer review mechanism* 


Yes 


- No 


5.2.6. 


Other, list: 






Do you 


have procedures for periodic review of: 






5.3.1. 


Objectives for the department? 


Yes 


; No 


5.3.2. 


Standards of practice for your service? 


Yes 


; No 
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5.3.3. Patient care plans? Yes ; No 

5.3.4. Objectives for clinical education? Yes ; No 
5.4. What methods are utilized for external review and evaluation? 

5.4.1. Utilization review:^ 

5.4.2. Medical unit: 

5.4.3. Peer review^ 

5.4.4. Other: 



5.5. Evaluation of budget and fiscal responsibilities: 

5.5.1. Do you have a budget according to 

programs? Yes ; No__ 

5.5.2. Is your budget by line-items? Yes ; No 

5.5.3. Are your line-items: flexible ; inflexible . 

5.5.4. Do you have direct input into development 

of your budget? Yes ; No 



5.5.5. Do you have a procedure for periodic 

internal review of your budget? Yes ; No 

5.5.6. Is there a procedure for periodic 

external review of your budget? Yes ; No 



5.5.7. Are methods of cost accounting utilized 

for physical therapy? Yes ; No 



5.5.8. Is your budget information computerized 
so that you receive printouts on a 

regular basis? Yes ; No 



5.6. Do you have procedures for evaluating educational programs at regular 

intervals? Yes ; No . 

5.6.1. On-the-job training programs? Yes ; No 

5.6.2. Inservice education programs? Yes ; No 



5.6.3. Clinical education programs offered to 
various levels of students in physical 

therapy? Yes ; No_ 
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STANDARD 6: THE VARIOUS CONSUMERS SHOULD BE SATISFIED THAT THEIR NEEDS FOR 
PHYSICAL THERAPY SERVICE HAVE BEEN MET. 

6.1. Do you have rnechanisms whereby consxnners participate in evaluation of 

your physical therapy services? Patients ; Physicians ; 

Referral agencies ; Students ; Others, list: 



6.2. Records and Reports: 

6.2.1. Do the physical therapists write notes directly in the medical 
records of the patients? Yes ; No . 

6.2.2. Is the problem-oriented record system utilized by everyone in 

your cen jr? Yes ; No_ . If no, by some services? 

Yes __; No . If yes, please list services: 



6.2.3. Are the patient's charts available to you? Daily ; As 

often as you desire ; Seldom ; Never^^ . 

6.2.4. Do the patient's charts contain information adequate for your 
needs? Yes ; No ; Partially . 



6.2.5. Are the students responsible for notes related to their pa- 
tients? Yes ; No . Explain: 



6.2.6. What portion of records and reports concerned with patient care 

is on the computer? All ; Part . 

List: 



6.2.7. Is the information available to you as printouts? On a regu- 
lar basis ; As requested . 

« 

6.3. Patient Care Plan: 

6.3.1. Is there a specific plan in writing for developing the patient 
care plan? Yes ; No . 

6.3.2. Describe procedure from referral to discharge: 



6.3.3. Describe procedure and extent of follow-up care: 
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(Standard 6 cont,) 

6.3.4. Are activities of the patient care plan coordinated within the 

physical therapy service? Routinely ; As indicated ; 

Seldom . 

6.3.5. Are activities of the patient care plan coordinated with other 

services within the center? Routinely ; As indicated 

Seldom . 

6.3.6. What methods are utilized in evaluation of your patient care 
plan? 



Is there a specific procedure for internal audit or peer review of pa- 
tient's records? Yes ; No . 



Are members of your staff involved in special studies or research ac- 
tivities for the primary purpose of evaluating varioxis aspects of phys- 
ical therapy services? Yes ; No . if yes, list: 



Do you consider staff turnover a problem at your physical therapy ser- 
vice? Yes ; No . In your center? Yes ; . If yes, 

explain: 



STANDARD 7: SELECTED SUPPORT SERVICES SHOULD BE AVAILABLE TO AFFILIATING 
STUDENTS . 

7.1. Is the student notified in advance of the c&nter's ref!uirei?>2nts con- 
cerning: 

7.1.1. Health insurance? Ye« ; No 

7.1.2. Professional liability insurance? Yiis ; No 

7.1.3. Uniform policies? Yes : No 

7.1.4. Other? (list) 

7.2. Is the student given advance written information as to; 

7.2.1. Availability, limitations, cost of 

support services? Yes ; No 

7.2.2. How to secure assistance in obtaining 

the services desired? Yes ; No 
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(Standard 7 cont.) 



7.3, Please give information relating to these support services as appropri- 
ate • If not provided, please indicate if assistance will be given to 
the student in locating the service elsewhere (e^g. , room and board). 



OUpporu ocX.VXUc 


Yes j No 
1 


cost to 
s uuuenu 


rSiooXo UaH^c 

available 


f^oTTTmo n t" Q on 

limitations 


7.3.1. Emergency - - 
medical care 


— i — 








7.3.2. Health 

services 


! 








7.3.3. Pharmaceutical 
supplies 


i 








7.3.4. Room 


i 








7.3.5. Board 


! 








7.3.6. Commissary 
privilege 










7.3.7. Laundry 


j 








7.3.8. Parking 










7.3.9. Special 

t ran spo r t at ion 


1 








7.3.10. Educational 
media and 
equipment 


{ 








7.3.11. Copy machine 


1 








7.3.12. Research re- 
sources; equip- 
ment; statisti- 
cian; computer 
services 










7.3.13. Stipend or 

re imb ur s emen t 
for expenses 










7.3.14. Other 
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STANDAED 8: ADEQUATE SPACE FOR STUDY, CONFERENCES, AND TREATING PATIENTS 
SHOULD BE AVAILABLE TO AFFILIATING STUDENTS. 



For the following list of space arrangements, check yes for those 
available and comment as to their adequacy. Check no if inadequate; 
describe the method of contending with existing arrangements. 

Lockers assigned to students: Yes ; No 



Place assigned to students to 

secure personal belongings: Yes ; No 



8.1.1. 
8.1.2. 



8.1.3. Space to accommodate students 

for treating patients: Yes ; No 



8.1.4. A designated charting area for 
students in or near the treat- 
ment area: Yes ; No 



8.1.5. A quiet study area available for 
students 

during working hours : Yes ; No 

after working hours: Yes ; No' 



8.1.6. Library facilities available 

during working hours: Yes ; No 

after working hours: Yes ; No" 



8.1.7. A designated private area for 
counseling clinical instructor 

and student: Yes ; No 

8.1.8. Classroom or conference room 
for small group sessions and 

staff meetings: Yes ; No 



8.1.9. Lounge area available to students: Yes * No 
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STANDARD 9: PROGRAMS FOR AFFILIATING STUDENTS SHOULD BE PLANNED TO MEET SPE- 
CIFIC OBJECTIVES OF THE CURRICULUM, THE CLINICAL CENTER, AND THE 
INDIVIDUAL STUDENT. 



9.1. Have the director of the physical therapy service, the center coordina- 
tor of clinical education, and the clinical instructors all been in- 
volved in the preparation of objectives for clinical education? 
Yes ; No . 



9.2. If yes, are they all in agreeinent as to the learning experiences avail- 
able on the physical therapy service? Yes ; No ; 

Partially . 

9.3. Has the center coordinator of clinical education discussed the clinical 
education opportunities available at the center with other appropriate 
staff members? Yes ; No . 



9.4. Are the possible learning experiences for clinical education^'outlined 
in writing and available to the academic coordinators of clinical edu- 
cation and to the student? Yes ; No . 

9.5. Are the possible programs and options available to the student outlined 
in writing and available to the academic coordinators of clinical edu- 
cation and to the students? Yes ; No . 

9.6. Are all members of the physical therapy staff who will be involved with 
clinical education familiar with the academic institution's objectives 
for the curriculum and for clinical education? 

Yes ; N o ; Partially . If not yes , explain: 



9.7. Has the academic coordinator of clinical education visited the center? 
Yes ; No . 



9.8. Has the academic coordinator of clinical education met appropriate ad- 
ministrative representatives? Yes ; No . Members of other de- 
partments? Yes ; No . Appropriate members of the staff of the 

physical therapy service? Yes ; No . 

9.9. Is the academic coordinator of clinical education kept informed of 
changes as they occur in the programs and staff of the center? 
Yes ; No ; Sometimes . 

9.10. Does the academic coordinator of clinical education discuss the stu- 
dent's objectives with the center coordinator of clinical education be- 
fore specific assignments are made? Yes ; No . 

9.11. Does the center coordinator of clinical education discuss with the stu- 
dent his/her objectives for this experience prior to finalizing the 
specific learning experiences? Yes ; No . 
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(Standard 9 cont.) 



. Has the center coordinator of clinical education included learning 
experiences in areas other than direct patient care? 



Other learning 
experiences 


1 Yes 


No 


PnTTtmpn t*^ 


9.12 .1 . Supervision 








9.12.2. Teaching 








9.12.3. Administration 








9.12.4. Budgeting 








9.12.5. Research 






ft 


9.12.6. Program planning 








9.12.7. Professional 
growth 








9.12.8. Interdepartmental 
relationships 








9.12. 9. Interpersonal | 
relationships 1 






9.12.10. Consultation 1 

■ i 






9.12.11. others ! 







9.13. Have the center coordinator of clinical education and the academic 
coordinator of clinical education discussed the needs of the clinical 
center regarding the following items? Insert yes or no: reference 
materials ; equipment ; educational media ; other . 

9.14. Are the arrangements as to schedule, length of time, arrival time, 
housing, transportation, available learning experiences all been veri- 
fied in writing prior to the arrival of the student? Yes 

No . 

9.15. Are plans established for continuous liaison and communication between 
the staff of the clinical center and the staff at the academic insti- 
tution? Yes ; No . 
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(Standard 9 cont,) 



9 •16, Evaluation of student performance: 

9.16.1, Are the clinical instructors willing to provide feedback to 
students as evaluation of performance throughout the clinical 
experience? Yes ; No . 

9.16.2, Are the clinical instructors willing to coiiq)lete a final form 
for evaluation of the student to be returned to the academic 
coordinator of clinical education? Yes ; No . 

9.16.3. For reporting the final evaluation of the student's perform- 
ance, do you use the form provided by the educational insti- 
tution? Yes ; No • 

9.16.4. For reporting the final evaluation of the student's perform- 
ance, do you prefer to use a form the clinical instructors 
have developed specific to the center? Yes ; No . 
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STANDARD 10: 



THE CLINICAL CENTER MUST HAVE A VARIETY OF LEARNING 
EXPERIENCES AVAILABLE TO AFFILIATING STUDENTS. 



Please check, for each level of student, the learning experiences 
available at your center. We recognize there will be overlap and 
differences in interpretation as to meaning. 

Student: PT (physical therapist); PTA (physical therapist assistant). 
Level: B (beginning); I (intermediate); A (advanced); Gr (graduate). 

In the last columns, please indicate by check marie, where applicable, 
an evaluation as to quality: E (excellent) ;G (good); A (adequate); 
M (marginal). 



Learning experiences 


PT 


PTA 


Quality 




B j I j A ! Gr 


B 1 I I A 


E j G 1 A 1 M 


Acute Adult 


1 I ' 




i i ! 


Acute children 


; • ' 


[ 1 


1 1 1 1 


Chronic adult 


j ! 1 




1 i I 


Chronic children 




— |— f- 




Cardiac rehabilitation 








Respiratory rehabilitation 








Bum unit 








Amputees 








Mental retardation 








Other special programs 








Early intervention 








Screening patients 








Evaluating patients 








Planning treatment programs 








Impl emen t ing t r ea tmen t 
programs 
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Learning experiences 


PT 


PTA 


Quail ty 


B 1 I 1 A 1 Gr 


B ! I 1 A 

— I ! 


E 1 6 i A i M 


Referral for out-of-hospital 
follow-up care 


\ \ \ 

I 1 1 


i i 


j \ \ 

i i i 


Rounds 


1 I 1 


i i 


1 1 ! 


Case conferences 






-f-M— 


Team-care meetings 


1 1 — 


1 1 




uuupaLicnL CXH1J.L.O 


i 1 i 


i 1 


! 1 1 


Observation in surgery 


1 i i 
I I 1 




1 ! i 


Service given: 
"bedside 


1 i 1 

\ \ \ 


— j — j — 
1 1 

— i — i — 


1 j 1 

i i i 
-H — i — 1 


-physical therapy service 








-home 


1 ! ! 




; 1 i 


-outpatient clinic 


1 1 ! 


1 ! 


i ' i 


Department meetings 


1 1 1 


j j 


i ! ! 


Committee meetings 


1 1 ! 


j j 


1 1 1 


Department planning 
sessions 


1 ! ! 


1 1 


1 1 1 


Special education programs 


~-\ \ — \ 


— j j 


—\ — 1 — \ 


Inservice education 


—\ — \ — \ 


! ! 




Teaching 


— 1 — !-— t 




— 1 — ! — I 

—I — \ — i — 


Developing teaching 
materials 


1 ! i 


— 1 1 

i 1 


1 I I 


Supervision 








Administration 








Professional growth 








Independent study projects 









ERIC 



B-46 

355 



(Standard 10 cont.) 



Learning experiences 


PT 


PTA 


Quality 


B 1 I 1 A 1 Gr 


B 1 I 1 A 


El 0 I A ! M 


Inservice education 
(planning , presenting , 
ana aeinons era ting ^ 








Continuing education 
vp-Lcinning y presencing , ae 
monstrating, budgeting) 


1 i 1 


1 1 


j 1 i 

! ! ! 


Program planning 
(establish need, manpower j 
budget ; recruitment) 


1 1 i 
1 1 1 


j i 
j i 


I 1 1 


Communications skills 
(verbal and written) 


I . i i 




i 1 1 


Research activities: 

UKZ^Jci L L.UldiL.CtX 


i 1 1 


j j 


1 1 1 


- Student ' s own 


i 1 ■ 


i j 


1 1 i 


Interdepartmental 
relationships 


1 ! ! 


j j 


1 1 1 


Interagency 
rej.a Lions nips 


1 1 1 


I 1 


! I .I 


Interpersonal 
relationships 




! j 


1 1 1 


Interdisciplinary 
activities 








Community activities 








Others: III! 
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(Standard 10 cont.) 

10.2. Regardless of level or type of student, what is the total number of 
students you can accommodate at any one time? 



] ".3. How many studc'^its at each level of experience can you accommodate each 
month? 



Month 


Physical Therapist 


Physical Therapist Assistant 


Begin-j Inter- j Ad- j Total 
ning 1 mediate i vancedi 


Begin- ! Inter- ! Ad- ! Total 
ning 1 mediatei vanced i 


January 






February 


— — j i i 


! i i 


March 


! i i ' 


! 1 ! 


April 


1 i \ 1 


I 1 1 


May 






June 






Julv 






August 






September 






October 






November 






December 







10.4. What is the length of time you will accept students for full-time 
experience? 

Physical therapist: minimum ; maximum ; desired . 

Physical therapist assistant: minimum ; maximum ; desired^ 
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STANDARD 11: THE STAFF OF THE CLINICAL CENTER MUST MAINTAIN ETHICAL STANDARDS 
OF PRACTICE, 



11-1 • Does your center have a written policy for ethical standards of prac- 
tice , including : 



; No 



11 .LI. Patient's Bill of Righto? Yes 

11.1.2. Release of confidential information? Yes ; No 

11.1.3. Permission for photographing? Yes ; No 

11.1.4. Clinical research (human rights)? Yes ; No 
11.1.5 Newspaper reporting? Yes ; No 



11.2. Does the center have a policy for peer review of ethical practices'? 
Yes ; No . 

11.3. Does the center have a mechanism for reporting unethical practices'? 
Yes ; No . 

11.4. Do you have available at the physical therapy service a copy of the 
Code of Ethics and G uide for Professional Conduct of the American 
Physical Therapy Association? Yes ; No . 

11.5. Do you include information concerning these policies in your orienta- 
tion for new staff members? Yes ; No . 

11.6. Were these policies reviewed as a part of inservice education during 
the past year? Yes ; No . 

11.7. Are these policies included in the orientation for affiliating 
students? Yes ; No . 

11.8. Are copies of the policies available to the student? Yes 

No . ' 



?L;N-;.iRD 12: ROLES OF THE VARIOUS TYPES OF PHYSICAL THERAPY PERSONNEL AT THE 
CLINICAL CENTER MUST BE CLEARLY DEFINED AND DISTINGUISHED FROM 
ONE ANOTHER. 

12.1. Do you have job descriptions for each level ' personnel in physical 

therapy? Yes ; No . If job descriptions are available, please 

attach; include date they were developed or revised. 

12.2. If job descriptions are not available, please list levels of personnel 
in physical therapy: 
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(Standard 12 contO 

12.3. Are the relationships and roles of the physical therapist and the 

physical therapist assistant students and the staff physical therapist, 
physical therapist assistant, and aides clearly defined so that each 
person understands responsibilities and understands to whom he/she is 
responsible? Yes ; No • Explain: 



12.4 • Do you have established policies for review and revision of job de- 
scriptions for each level of personnel in physical therapy? Yes ; 

No . When were they last reviewed? 

12.5. Are copies of the job descriptions a part of the administrative 
manual? Yes ; No . 

12.6. Are copies of the job descriptions accessible to all staff members? 
Yes ; No . To all students? Yes ; No . 



STANDARD 13: THERE SHOULD BE AN ACTIVE STAFF DEVELOPMENT PROGRAM FOR THE 
CLINICAL CENTER. 



13.1. Does the clinical center have a regular, organized policy for staff 
development? 

13.1.1. On-the-job training: 

-Physical therapy staff? Yes ; No 

-Physical therapy supportive personnel? Yes ; No ^ 



13.1.2, Inservice education within the service for staff? 
Yes ; No . 

13.1.3. Continuing education (sponsored by your center or your phys- 
ical therapy service)? Yes ; No . 

13.1.4* Does your center support members of the staff in attending 
programs of continuing education from your center? 

-Time release: Yes ; No . 

-Financially: Yes ; No . If yes, is the 

financial support adequate considering the overall financial 
condi.Lion of your center? Yes ; No . 

13,2. Do you have library facilities and other reference opportunities avail- 
able to the. physical therapy personnel? Yes ; No . If yes, 

are they adequate? Yes ; No . Available during working 

hours? Ves ; No . After working hours? Yes ; No . 



B-50 



359 



(Standard 13 cont.) 



13.3. Does your staff have the opportunity to enroll in graduate work for 

credit? Yes ; No . If yes, is tuition free ? Yes ; 

No . Time compensated? Yes ; No . ' 

Other: (list) 

_ . 

13.4. Are members of your staff willing and able to attend clinical faculty 
meetings sponsored by the academic institution? Yes ; No 

If yes: At no expense? Yes ; No . At center's expense? 

; No . At own expense? Yes ; No . Shared 

expense? Yes ; No . 

STANDARD 14: THE PHYSICAL THERAPY STAFF AT THE CLINICAL CENTER SHOULD BE 
INTERESTED AND ACTIVE IN PROFESSIONAL ASSOCIATIONS. 

14.1. Is your staff encouraged and given the opportunity to participate in 
the following activities? (Write in yes or no) 

14.1.1. Professional activities, APTA ; Section ; 

Chapter ; District . 

14.1.2. Other professional organizations . List: 



ERIC 



14.1.3. Community activities . List: 



14.1.4. National activities (Not APTA) . List: 



14.2. While the students are with your center, will they be aware of your 
staff's involvement in professional and community activities as a 

professional responsibility? Yes ; No ; Perhaps . 

If yes, by what methods? List: 
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STANDARD 15: THE PHYSICAL THERAPY STAFF AT THE CLINICAL CENTER MUST POSSESS 
THE EXPERTISE TO PROVIDE GOOD PATIENT CARE (OR SERVICE) AND 
MIST BE ADEQUATE IN NUMBER TO PROVIDE SIMULTANEOUSLY A GOOD 
EDUCATIONAL PROGRAM FOR STUDENTS. 



15.1. Briefly elaborate on your staffing pattern. How is your staff organ- 
ized to take care of service responsibility? 



15,2, Does your staff have adequate time, in addition to service responsi- 
bility, to assume responsibilities for education of students? 

Yes ; No ; Not ideal ; Not enough titne ; Would like 

more time 



15.3. Circle the number of days your department is open for service to 
patients: 5, 5-1/2, 6, 6-1/2, 7 days per week. 

15.4. The workday is from ^a.m. to p.m., days, and 

5, 6, 7 

from ^a.m. to p.m. half-day • 

Sat. or Sun. 



15.5. Do your organizational arrangement and workweek appear to be satis- 
factory for the service needs of your clients or patients? 
Yes ; No . If not, what arrangements would you prefer? 



15.6. '//hat is your preferred staff to student ratio for each level? 
(Write in 1 to 1 student; 1 to 2 students; 1 to 3 students) 

PT: Beginning ; Intermediate ; Advanced . 



PTA: Beginning ; Intermediate ; Advanced^ 
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STANDAED 16: ONE PHYSICAL THERAPIST SHOULD BE RESPONSIBLE FOR COORDINATINTG 
THE ASSIQJMENTS AND ACXmTIES OF THE STUDENTS. 

16.1. Is the responsibility for the center's coordination of clinical edu- 
cation delegated to one individual? Yes ; No . If :icL, 

describe the method for assigning responsibility for This fcactipn: 



16.2. Was this staff member recruited specifically for this responsibility ? 
Yes ; No . 

16.3. Does the administrative support given to the center coordinator of 

clinical education include appropriate: Time? Yes ; No 

Special training? Yes ; No . Financial support? Yes 



No . Relief from patient care? Yes ; No . Other? 

Yes ; No . 

16.4. Is this position at a classified level higher than for the regtilar 
staff person? Yes ; No . 

16.5. Do the job descriptions requested in Standard 12.1 include the respon- 
sibility for the center's coordination of clinical education? 

Yes ; No . If not, explain. 



STANDARD 17: SELECTION OF CLINICAL INSTRUCTORS SHOULD BE BASED ON SPECIFIC 
CRITERIA. 

17.1. List the criteria your physical therapy service considers* to be mini- 
mm for selecting a clinician to teach and supervise students. If 
the qualifications vary for different levels of students or for spe- 
cific learning experiences, please explain: 
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(Standard 17 contO 



17.2. Would you like to be able to upgrade the mlnimuin criteria? Yes . 

To do so would require: money ; continuing education ; 

additional staff . 

No , satisfied with present criteria. 

17.3. Do clinicians with your service have specific preparation preceding 
assuming responsibility for teaching, supervision, and evaluation of 

students? Yes ; No . If no, should the academic institution 

offer a program to prepare clinical instructors? 

Yes ; No . 

17.4. Have all of the physical therapy staff members who will be responsi- 
ble for clinical education of students demonstrated a willingness to 
participate in the ongoing process of teaching? Yes ; No . 

If any staff member who is assigned to teach students is not willing 
to assume this responsibility, the center coordinator of clinical 
education should discuss this fact with the academic coordinator of 
clinical education. 

17.5. Please provide the information requested on the form on the following 
page for each of the clinical instructors on your service. 



I. 
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CIPLES OF EDUCATION—TEACHING AND LEARNING—TO CLINICAL EDUCA- 
TION. 



18,1. What opportunities are available to assist your clinical instructors 
in becoming more proficient in applying basic principles of education 
to clinical teaching? 

18.1.1. Time relief to study on the job: Yes ; No . 



18.1.2. Library reference materials in education: Yes ; 

No . 

18.1.3. Cor rence proceedings related to clinical teaching: 
Yes ; No . 

18.1 .4 . Self-instructional packages : Yes ; No . 



18.1.5. Handbook for Physical Therapy Teachers: Yes ; No_ 



18.1.6. Inservice education programs: 

with own staff as instructors: Yes ; No . 

with physical therapy instructors from 
educational institutions : Yes ; No . 

18.1.7. Workshop sponsored by educational institution: 
Yes ; No . 

18.1.8. Consultation services available from educational 
institutions : Yes ; No . 

18.2. Does the administration in your center support you and your staff in 
participating in continuing education programs and clinical faculty 
conferences for the purpose of improving your skills in clinical 

teaching? Time relief: Yes ; No , Financial: Yes ; 

No , Other ways: Yes ; No . Specify: 



18,3, Describe the clinical instructor's role int 

18.3.1. Establishing objectives with students; 

18.3.2. Planning learning activities: 

18.3.3. Evaluating students ' performance : 



It 4. Counseling students: 
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(Standard 18 cont.) 

18.4. What methods are used to assure feedback to students? 



STANDARD 19: SPECIAL EXPERTISE OF THE VARIOUS CLINICAL CENTER STAFF MEMBERS 
SHOULD BE SHARED WITH THE AFFILIATING STUDENTS. 



Attach a list of the areas of expertise of the physical therapy staff 
members and indicate the methods of sharing this expertise with stu- 
dents in the clinical setting. 

Comment on the extent to which the expertise is shared. 



Attach a list of the areas of expertise for staff members in other 
professional programs related to physical therapy and indicate meth- 
ods of sharing their expertise with physical therapy students in the 
clinical setting. 

Comment on the extent to which this expertise is shared. 



STANDARD 20: THE CLINICAL CENTER MUST BE COMMETTED TO THE PRINCIPLE OF EQUAL 
OPPORTUNITY AND AFFIRMATIVE ACTION AS REQUIRED BY FEDERAL 
LEGISLATION. 



Does the center comply with federal legislation which in effect pro- 
hibits discrimination on the basis of race, color, religion, national 
origin, and sex? Yes ; No . 



20.1.1. Does your center have an affirmative action plan? 
Yes ; No . 
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(Standard 20 cont.) 

20.1.2. Are members of your staff familiar with the affirmative ac- 
tion plan in your institution? Yes ; No . 

20.1.3. Has your department received information related to civil 
rights legislation and provisions of affirmative action? 
Yes ; No . 

20.2. Will your center accept students regardless of sex, race, color, re- 
ligion, and national origin? Yes ; No . 

20.2.1. Will each student be provided equal opportunities, learning 
experiences, and benefits? Yes ; No . 

20.2.2. Will each student's performance be evaluated without regard 
to sex, race, color, religion, and national origin? 

Yes ; No . 

20.2.3. In assignment of students to learning experiences where num- 
bers must be limited, do you have documented a nondiscrimna- 
tory plan for assignment? Yes ; No . 
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CHECKLIST FOR ATTACHMENTS EEQUESTED 
(Please check as appropriate) 



Item Attachment 


Attached 


Not 
available 


Not 
applicable 


B. Curriculum Vitae: 

B.l. Director of Physical Therapy 








B.6. Center Coordinator of 
Clinical Education 








1.7. Written objectives for 
clinical education 








2.4. List of inservice education 
programs 








2.6. List of academic institutions 
with which affiliated 








2.1. Table of organization for 
service 








4.3. Annual report 








4.8. Description of physical 

4.9. therapy space 








12.1. Job descriptions 








19.1. List areas of expertise and 

19.2. methods of sharing 
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CHECKLIST OF MATERIAL AVAILABLE AT THE CLINICAL CENTER FOR REVIEW 
(Please check who may have access to existing materials.)' 



Xtem 


Does 
not 
exist 


Available for review bv 


jr iiy o X L.CIJ. 

Therapy 
Director 


Therapy 
Staff 


ACCE 


Students 


CENTER 

1.1. Statement of 
philosophy 












1.2. Statement of 
objectives 












1.2. Educational 
objectives 












1.10. Long-range plans 












4.5. Manual of 
procedures 












PHYSICAL THERAPY SERVICE 

1.3. Statement of 
philosophy 












l.tf. btatemenL oi 
objectives 












1.5. Written standards 
of practice 












1.6. Written procedures 
for patient care 
plans 












/. A Manual Foi^ flHTTTfniQ — 

trative procedures 












1.11. Long-range plans 












4.7. Manual for physical 
therapy procedures 
(other than patient 
care plans) 
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SUMMARY EVALUATION OF A CLINICAL EDUCATION SITE IN PHYSICAL THERAPY 



INSTRUCTIONS 

To the Clinical Center ; After completing the Self-Assessment, you and your 
colleagues at the clinical center should summarize your own findings as to 
strengths and weaknesses. In addition, you may want to indicate changes you 
wish to initiate and how these changes will be effected. Include a timetable 
for completing the improvements. 

To the Educational Institution ; After reviewing the Self -Assessment completed 
by the clinical center and other relevant materials, and perhaps making a per- 
sonal visit to the center, your academic coordinator of clinical education may 
want to use this form to summarize the findings and report as to strengths and 
weaknesses , suggestions for improvement, and other matters concerning the 
status of the clinical center as a site for clinical education in physical 
therapy. 



PURPOSE 

This summary evaluation should be useful to: 

— Center coordinator rf clinical education, director of the physical therapy 
service, and admi;. ators of the clinical center as a periodic evaluation 
of their program oi .inical education 

— Academic coordinator of clinical education and director of physical therapy 
curricula as an evaluation of clinical education sites available or utilized 
for clinical education 

— Students in their selection of a clinical education site to meet their ob- 
jectives and interests for clinical experience 
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A. IDENTIFICATION OF CENTER 

A.l. Name of center . 

A. 2 . Address 

A. 3. Telephone^ 

A. 4. Type of center 

A. 5. Accreditation status including date and by whom 



B. ADMINISTRATIVE PERSONNEL 

B.l. Name and address of Director of Physical Therapy 



B.2. Center Coordinator of Clinical Education (Name) 



C. COMPLETION OF SELF^ASSESSMENT 

C.l. Date Self-Assessment completed ^ 

C.2. Signature of person responsible for completing Self -Assessment 



C. 3. Title . 

D. COMPLETION OF SUMMAPvY EVALUATION 

D. l. Date Suimnary Evaluation completed ^ 

D.2. Signature of person responsible for completing Summary Evaluation 



Title 



EKLC 
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Considering the Basic Principles of Clinical Education and the Standards 'or 
a Clinical Education Site in Physical Therapy as guidelines, review the in- 
formation available from the Self-Assessment of a Clinical Education Site, 
Comment in each applicable area as to strengths, weaknesses, and adequacy of 
the center as a clinical education site for both types of physical therapy 
students, 

1, Clinical Center (as a whole): Philosophy, Objectives, Support of and 
Interest in Education 



2. Physical Therapy Service: Philosophy, Objectives, Support of and Interest 
in a Program of Clinical Iracation 



3, Learning Experiences ^nd Environment for Learning 



4, Support Services and Space for Students 
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5. Staff: Administrative Skills, Clinical Cc: ::petencies. Areas of Expertise 



6. Staff: Teaching Competencies and Interest in Clinical Education 



7. Criteria for Selection of ClinicaJ. F-toff and Clinical Instructors 



8. Ethical Pract ' ce and Involvement in Professional Activities 



9. Procedures for Practice, Administrative Procedures, Methods cf Internal 
Evaluation Utilized in the Center 



10. Commitment of Clinical Center to Equal Opportunity and Affirmative Action . 
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SUMMARY 



A, Strengths as a Clinical Education Site 



Weaknesses as a Clinical Education Site 



C, Suggestions for Strengthening Program for Clinical Education 



D, Recommendation as Clinical Education Site in Physical Therapy 
(specify type and level of student and limitations if any) 



E. Recommendation for Next Action and/or Communication 



Signature 



Title 



Date 
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NOTE 



As a special supplement to the Standards for a Clinical Education Site in 
Physical Therapy, the following pages present an exan^le of a form for 
assessment by the student. The device was develo: -id by Mabel M, Parker, 
Associate Professor, Division of Physical Therapy, University of North 
Carolina at Chapel Hill and included with her permission. 
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STUb- 
CLINTCAl 



^.lEC CENTER 
> EVALUATION 
TCATION EXPERIENCE 



ERIC 



Student 



PART I. EVALUATION OF INDIVIDUAL ASSIGNMENT 
PART II. OVERVIEW OF TOTAL EXPERIENCE 



SCHEDULE OF ASSIGNMENTS 



Dates Place 



Dates Place 



Dates Place 



Dates Place 



Dates Place 



MM? - 5/76 ^7*1 
UNC-CH ^ ' ^ 
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ACADEMIC CENTER 
STUDENT'S EVALUATION 
CLINICAL EDUCATION EXPERIENCE 



PART I. EVALUATION OF INDIVIDUAL ASSIGNMENT 



Dates 



Place 



EKLC 



In order to increase the efficiency in providing the information concerning 
the options available to you in selecting centers and scheduling the rotation 
for your clinical education experiences, your response to the following 
questions is most important. This checklist should be completed at the end 
of your experience with each service or facility. 

Comments giving further information and suggestions for improvement will be 
a real help and greatly appreciated. 

1. Was the information available to you concerning this facility heZ ul in 
your selection of this option? 

Definitely Somewhat Useless Misleading N.A. 
Helpful Helpful 

A. Facility and Administration 

1. Location 

2. Identification of srarf 

3. Personnel policies 



4. Written agreements 

5 . Other 



B. Clv:'*.v 1 F.^^i)erlenc2 

1. .^ci^c.ts served 

2. -Hlty pia^f^riins 

3. Objectives 

4. Lo.3:.nlng experiences 

5. Length of affiliation 
time Center requires 



Information Pertaining to 
Students 

1. Support i.Cw vices avail- 
able (Room_ Board ; 

laundry ; Others .) _ 

2. Cost to student 

3. Uniform requirements 

4. Evaluation of facility 
and recommendations from 
students 



B-68 



377 



2. Was the videotape of this individual facility helpful? 



a. In selection 

b. As orientation to Center 

3. Did you have an opportunity to visit 
meet any of the personnel before you 

a. Visit Facility 

b. Personnel visited Academic Center 

c. Had met personnel elsewhere 
previous to selection 



Yes ; No 

Yes ; No 

this facility or 
selected your options? 

Yes ; No . Helpful? Yes ; No 

Yes ; No . Helpful? Yes ; No 



Yes ; No . Helpful? Yes ; No 



EVALUATION OF CENTER 

After each student's clinical experience with each center is completed, the 
academic coordinator of clinical education and the centers coordinator of 
clinical education evaluate the affiliation and consider suggestions for 
improvement. Your comments are most inr^it^rtant in this process - the positive 
as well as the negative factors. 

4. After the schedule of affiliation was completed, did you receive informa- 
tion from this center? Yes ; No 



a. Board and Room 

b. Cars and Parking 

c . Emergency medical care 

d. Information in obtaining 
assistance 

e. Person to contact if 
need assistance 

f. Library facilities 

g. List of staff 

h. Location and time or 
first appointment 

i. Optional learning 
experiences 

j . Personne"! policies 
k. Rules and regulations 
1- Schedule of working 
hours 

m. Special meetings or 

programs 
n. Travel information 
o. Uniform regulations 

p. Other 



Yes 


I 


Adequate 




Inadequate 


Yes 




Adequate* 




Inadequate 


Yes_ 


> 


Adequate 


> 


Inadequate 


Yes 




Adequate 


> 


Inadequate 


Yes 


» 


Adequate 




Inadequate 


Yes 




Adequate 




Inadequate^ 


Yes 


» 


Adequate 




Inadequate 


Yes 




Adequate 


> 


Inadequate 


Yes 


I 


Adequate 


9 


Inadequate 



Yes ; ;* dtiquate^ 

Yes ; Adj;qj.ate^ 



Inadequate 
Inadequate 



Yes ; Adequate 



Inadequate 



Yes ; Adequate ; Inadequate^ 

Yes ; Adequate ; Inadequcite^ 

Yes ; Adequate ; Inadequate__ 

Yes ; Adequate ; Inadequate 
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5. 



Was the orientation you received after your arrival at the center 
adequate ; somewhat lacking ; totally inadequate . 



If not adequate, give suggestions for improvement. 



After the orientation, did you, as well as your Clinical 
Instructors, have a clear understanding as to what was 
expected of you? 



Comment 



Yes ; No 



7. VJere the objectives for this center^ as available to 
you preceding this affiliation, a true picture of the 

centei and your actual experiences? Yes ; No_ 

8. Were your objectives for clinical education considered 

in planning your learning experiences? Yes ; No_ 

9. Did you feel that the learning experiences at this 
center were: 

a, Routii>.a for every stucent who affiliated vith 
this service, or 

b. Modified for each student after considering the 

student's own previous experience and objectives a ; b_ 

10. Was the table of organization for this service and v • N 
fn- the center made available to you? Yes , ino_ 

11. Did you have a clear understanding as to whom you ^ 
were directly responsible? ' °- 

12. While you were affiliating with this clinical ser- 
vice, did you have an opportunity to meet: 



a. Students affiliating from other physical therapy 
programs? 

b. Students who were affiliating with other service 
dep artments? 

If yes, pleasr; Identify 



Yes ; No__ 

Yes ; No 
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Were written procedures available to you? 



a. Center's objectives 

b. Service's objectives 

c. Administrative procedures 

d. Patient care procedures or standards of practice 

e. Procedures manual for clinical education 

f. Accident report • ' 

g- Personnel Policies 

h. Patient care plans 

i. Monthly and annual reports 

j. Other 



Did you have an opportunity to be with members of other 
services? (For: Consultation, Discussion; Conferences; 
Rounds; Lectures) 

a. Dietetics 

b. Medical Technology 

c. Nursing Service 

d. Occupational Therapy 

e. Orthotics and Prosthetics 

f. Patient Education 

g. Physician, 

(in what manner or under what circumstance?) 

h. Play Therapy 

i. Radiology 

j . Social Services 

k. Speech Therapy 

1. Vocational Counseling 

m. Other 
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15. Did you participate in records or reports? 
Explain if necessary. 



Initial notes including evaluation notes Yes ; No^ 

Progress notes » 

Development of patient care plan Yes ; No__ 



d. Discharge notes » 

e. Referral to other services Yes ; No_ 

f. Referral to other centers » 

g. Home care programs 1 ^9- 

h. Problem oriented records Yes ; No_ 

i. Computerized records » 

j. Internal audit of records » 

k. External peer review Yes ; No^ 

1. Attendance or ledger records Yes ; No_ 

m. Other 
Comments : 



16. Were you provided with space adequate to accommodate 
your needs? 

a. Lockers Yes ; No^ 

b. Secure personal belongings Yes ; No_ 

c. Patient treatment area Yes ; No_ 

d. Charting and record keeping Yes ; No_ 

e. Quiet study area Yes ; No^ 

f. Library facilities Yes ; No^ 

g. Private area for counseling with clinical instructors Yes ; No^ 

h. Small group conferences Yes ; No^ 

i. Lounge areas » 

j . Other 



17. Did you participate in inservice education programs 

available to the physical therapy staff? Yes ; No__ 

18. Were you given adequate orientation to actual individ- 
ual patients and responsibilities immediate prior to 

having the responsibility delegated to you? Yes ; No^ 
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Based on your experience and skill, did you feel the 
degree of supervision was: 

too close ; Commensurate with need ; .Inadequate 

Comment 



After the clinical instructor became familiar with your 

level of proficiency, were you given adequate opportunity 

to "try your wings"? Yes 

Comment 



Did you have adequate opportunity for communication 

with the clinical instructor who was responsible for 

your learning? . Yes 



Was th3 clinical instructor adequately familiar with 

your performance to discuss possible options with you? Yes 



Commen r 



Were on-going changes made in your learning experiences 

based on the level of competency you demonstrated? Yes ; 

Comment 

Check as appropriate in describing the Ttunity for discussion with 
your clinical instructor: 

Daily ; Weekly ; Whenever necessar y ; Whenever reouested 

Scheduled in advance : Impromptu ; Seldom ; Adequate ; 

Helpful . 

Comment 
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25. 



Was your clinical performance evaluated: 



Daily or whenever appropriate_ 



; Midway^ 



Final 



Comment 



26. Was the final evaluation form as returned to the Academic Coordinator 
of Clinical Education: 



b. Discussed before completion with no opportunity to see the 
final form 



c. Discussed after completion 



27. Were you oriented to the policies of ethical standards 

as practiced by the staff of this clinical center? Yes ; N( 

28. Did this clinical center comply with the principles of equal opportunity 
and affirmative action as required by Federal legislation? 

Yes ; No ; Do not know . 



If no, please cite examples of violation. 



29. lA^hat did you feel were the strengths of your academic preparation for 
Khls clinical experience? 



a. 



Discussed with you previous to completion so that you had an 
opportunity for discussion before it was finalized . 



Conment 
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What did you feel were the weaknesses of your academic preparation for 
this clinical experience? 

'ConHnent 



During this clinical education experience, if you were exposed to new 
subject matter areas not included in your previous academic curriculum, 
please describe? 



Should the information you described in number 31 be 

incorporated in the present curriculum? Yet; ; No 



Is the information you described in number 31 important 
for every student to be exposed to during his clinical 

education experience? Yes ; No 



Please give us your Summary comments and Recommendation for this Facility. 
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ACADEMIC CENTER 
STUDENT'S EVALUATION 
CLINICAL EDUCATION EXPERIENCE 



PART II- OVERVIEW OF TGTAL EXPERIENCE 

List of Courses: 

Number Course Title Contact Hours 



During your clinical education program, you have evaluated each individual 
experience or facility. Now, in retrospect, it will be helpful in revising 
and improving the program if you will think of the sequential experiences 
as a total course in terms of overall outcomes and preparation as a new 
staff physical therapist. 

Your comments and suggestions will be greatly appreciated. 

1. As you rscall, were the courses in clinical education appropriate: 

a. for your level of understanding 

b. for your level of .okill 

c. for course work as completed in the classroom 
Cottmient : 



2. Did the learning experiences in yo 
offer you a variety of exposure to 

Patient diagnoses 
Patient care regimes 

Types of centers 
Administrative experiences 

C< ;m ,:ative experiences 
Su/ rvisory responsibilities 

Teaching opportunities 
Program planning 

Budget and fiscal management ^ 
Personnel action 



total clinical education program 



35 



Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 


Yes 


; Some 


; No 



Considering your total program of clinical education, were you provided 
with the opportunity of experiences in a variety of multiple organiza- 
tional patterns utilized in providing health care, such as: 



Acute Care Yes ; No 

Rehabilitation Yes ; No 

Chronic Care Ye s ; No 



Out-of-Hospital Service 


Yes 


9 


No 


Community Health Agency 


Yes 


I 


No 


Health Maintenance Organization 


Yes 


9 


No^ 


Medical Center Complex 


Yes 


9 


No 


Community Hospital 


Yes 


9 


No 


Rural Cliaic 


Yes 


9 


No 


Home Bound Care 


Yes 


I 


No 


Public School 


Yes 




No 


Private Practice 


Yes 




No 


Out-Reach Clinic 


Yes 


9 


No 


Mental Retardation 


Yss 


9 


No 


Adult Mental Hospital 


Yes 


I 


No 


Developmental Disabilities 


Yes 


9 


No 



At sometime during your total program of clinical education, did you 
have an opportunity to pursue your special interests? 



Yes ; Some ; Never 



Did the Academic Coordinator of Clinical Education provide 
adequate information as to: 

a. Options ror clinical education overall? Yes ; No 

b. Options for selection of individual 

clinical facilities and special programs? Yes ; No 



Proceeding or during the process of selection of facil- 
ities and planning your full-time block of clinical educa- 
tion experiences did the Academic Coordinator of Clinical 
Education discuss with you: 



a. Your objectives for clinical education? Yes ; No 

b. Your plans and goals for clinical practice 

immediately following graduation? Yes ; No 

c. Your long-term goals as a physical thera- 

pis t (2 to 5 years) ' Yes ; No^ 

Your selection of options for design of 

Yes ; No__ 
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the schedule? 



7. When it was impossible to comply with your selection of 
options,* did the Academic Coordinator of Clinical Education 
give you adequate information as to the reason why they 

were not possible? ' 

8. Before leaving the academic institution, were you given 
adequate information concerning your clinical education 
experiences? 

a. Location of centers 

b. When and where to report 

c. Personnel you would Le meeting 

d. Pertinent information about the center 

e. Your responsibilities 



Yes 


; No 


Yes ; 


, No" 


Yes 


; No 


Yes 


; No 


Yes 


; No 



Did the Academic CoordinaCdr of Clinical Education give you 
adequate information regarding: 

a. Communication in case of emergency? (location; 
telephone .numbers) _ — 

b. Reports due ' 

c. Recommenc^-tions for special preparation for each 

center 
Comments : 



Yes ; No . 

Yes ; No . 

Yes ; No . 
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11. This question is based on a portion from the Standards for Basic Education 
in Physical Therapy. To quote: "The level of skill needed in performance 
of most specific tasks is determined to a considerable degree by the 
frequency with which they are performed by professional physical therapists 
in practice. Specific competencies to be developed by the student may, 
therefore, be classified using three broad categories/' 

Considering these three levels of usage, please rate your level of compe- 
tency in performance for each category, 

A. Is your level of skill (competency) in performance of specific tasks 
in common usa^e in physical therapy service throughout the country 
adequate to allow safe and effective performance? 

High 'y Adequate ; Low ; Not at all . 



B. Is your level of skill (competency) in performance of specific tasks 
utilized primarily in specialty areas of physical therapy services in 
which student should develop knowledge of concepts and principles 
adequate to allow advancement to useful levels of skill with experience? 

High ; Adequate ; Low ; Not at all . 



C. At this third level of skill (competency) are those tasks rarely used 
in current physical therapy services but which students should know 
exist. Students should recognize the possible contribution of these 
activities to patient service; however, little skill in performance 
should be expected of the average recent graduate. 

Considering your limited experience with staff physical therapists and 
other students, do you believe your knowledge concerning these tasks 
rarely used is: 

Above Average ; Average ; Below Average . 



Conments : 



Your time, effort, and thoughtful response to this questionnaire will 
be given every consideration in the continual process of keeping the 
student's clinical education program relevant to his needs. Thank you 
for your contribution. 
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Appendix C 



MAPS 

NATIONAL MAPS: Educational Institution Viewpoint < . . . . C-3 

NATIONAL MAPS: Clinical Institution Viewpoint C-7 

STATE MAPS: Clinical Education Centers C-10 
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INTRODUCTORY NOTE 



The utilization of available resources for the clinical educat2.on of students 
is discussed in Chapter 3. The following section of maps is included in the 
Project report to emphasize more vividly the location of ed-.i;i&tional programs 
and their geographic relationship with clinical centers. Maps 2 through 4 
present a sample of educational programs and the clinical centers with which 
they have contractual relationships. It is readily apparent that the dis- 
tances between the host institution and the receiving institution vary enor- 
mously. While some host institutions confine their affiliations to a state 
or geographic region others affiliate with clinical education centers across 
a widespread geographic area. 

Out of the total number of clinical education centers affiliated with educa- 
tional institutions a few are host institutions for six or more Physical 
therapy educational programs (see pages 3-9) . Several patterns of distri- 
bution are illustrated in Maps 5, 6a, and 6b. 

Using all reported >:linical education sites within a state and the number of 
educational programs with which they relate, several state maps were developed 
to show only the location of the affiliated resources. The five state maps 
(Maps 7-11) do not in all cases coincide with those states described on 
pages 3-18, or 3-19, but were chosen to represent all sections of the United 
States . 

We are indebted to John Florin, Ph.D., Assistant Professor, and to J. 
Michael Gunville, graduate student, both of the Department of Geography of 
the University of North Carolina at Chapel Hill, for the preparation of the 
maps. 
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MAP 8. Distribution of Clinical Education Centers in Michigan (1974) 
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INTRODUCTORY NOTE 



The tables in this appendix supplement the data presentedrin the text of this 
report. They are provided for the reader who wishes to pursue more definitive- 
ly the information in the text. The tables in the appendix are grouped accord- 
ing to source. Section A contains materials from the "soft data" from the 
educational administrators. Section B from the "soft data" from the clinical 
centers. Section C from the task force members' deliberations, Section D from 
the UNC-CH study, and Section E from the National Center for Health Statistics. 

The numerical data was presented in what the Project staff considered the 
most useful format. Percentages of persons responding to oa^ item (the ad- 
justed frequency), absolute frequencies and percentages, and rankings were 
reported as seemed most appropriate. Percentages were rounded off to either 
whole numbers or tenths depending on the needed sensitivity; therefore, the 
total response is not always ICQ percent. 

The Project on Clinical Education collected much more data than could be 
included in this volume. Only the data most pertinent to this report has 
been prepared for publication. The remainder is stored at the Division of 
Physical Therapy, School of Medicine, University of North Carolina at Chapel 
Hill. 
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APPENDIX D 
Section A 

"Soft Data" from Educational Administrators 



Table A.l 

QUALIFICATIONS OF THE ACADEMIC COORDINATOR OF CLINICx\L 
EDUCATION AS DESCRIBED IN JOB DESCRIPTIONS 



Qualification 



Educational preparation 

Graduate of an approved program of physical therapy 
Eligible for licensure in the state 
Has earned at least a masters degree 

Demonstrates interest and involvement in continuing education, 
especially in educational topics 

Experience 

Three, four, or five years of clinical experience 

Experience in clinical teaching (up to three years in one case) 

Academic teaching experience 

Interest and willingness to be trained in the use of educational technology, 
including television 



Special skills 

The ability to communicate 

The ability to plan staff development programs 



Source: "Soft data," 197A; based on information received from 25 educational 
programs 
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Table A. 2 

FREQUENCY OF OCCURRENCE OF VARIOUS PATTERNS OF CLINICAL EDUCATION 



Pattern 


Frequency 


of occurrence* 






Physical 




Physical 


therapist 




therapist 


assistant 




programs 


programs 




(N=43) 


(N=16) 


Concurrent pattern with final full-time block 


27 


7 


Concurrent pattern with no full-time block 


0 


5 


No concurrent pattern; final full-time block only 


4 


2 


Concurrent pattern with full-time block in middle 


1 


1 


Concurrent pattern with multiple full-time blocks 


11 


1 



Source; "Soft data," 1974; based on data received from 59 educational programs 
^Frequency indicates number of programs responding 



Table A. 3 

LENGTH OF FINAL FULL-TIME BLOCK ASSIGNMENTS 
FOR PROGRAMS ALSO HAVING CONCURRENT ASSIGNMENTS 



Type of educational program Average length of Frequency of 
and length of block (in weeks) block (in weeks) occurrence 



Physical therapist (N=27) 

11- 12 12 

12- 16 14.3 9 
17-20 6 

Physical therapist assistant (N=7) 

3 1 

6 3 

7-16 7.9 3 



Source: "Soft data," 1974 ; based on data received from 34 educational programs 
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Table A. 4 

RESPONSIBILITIES OF THE ACADEMIC COORDINATOR 
OF CLINICAL EDUCATION 



A. Organizes, directs, supervises, and coordinates (administers) the clinical 
education program of the curriculum. (May be assisted by a committee of 
faculty, clinical faculty, and students.) 

Establishes the procedures, guidelines, and manuals for the clinical 

education component of the curriculum. 
Schedules the students for clinical education assignments and 

coordinates schedules between several clinical centers utilized. 
Serves as liaison between the university and the clinical faculty in 
the following areas: 
-assists the clinical faculty in planning student experiences; 
-relates curriculum objectives to the clinical center in order to 

have clinical education relevant and coordinated; 
-maintains communication with the center in the interest of the 
students; 

-visits the facilities in the interest of students. 
Coordinates and participates in evaluation program for the clinical 
education experience: 
-evaluates student performance by developing evaluation devices 

and feedback mechanisms; 
-grades students; 

-•evaluates the clinical education experience, including the 
clinical faculty and the facility (this would include designing 
the devices and the feedback mechanisms). 
Works with clinical coordinators of other health disciplines. 

B. Develops the clinical center and the clinical faculty. 

Develops new clinical centers by a variety of means. 

Maintains optimal functioning of clinical education centers in regard 
to clinical education through: 
-rapport with administrators, physicians, and physical therapy 

staff, especailly the center's coordinator of clinical education; 
-visits the centers where students affiliate in the interest of 

development and maintenance of relationships; 
-feedback from the evaluation of the clinical faculty. 
Works to secure college and university recognition and appointments 

of clinical faculty. 
Assists the clinical faculty in perfecting their teaching, education 
and communication skills. 



table continues 

Source: "Soft data," 1974; based on job descriptions of ACCEs submitted by 
25 educational programs 
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Table A. 4 continued 
EESPONSIBILITIES OF THE ACADEMIC COORDINATOR 
OF CLINICAL EDUCATION 



C. Develops students through coxinseling and guidance. 

Counsels with students on a personal basis • 

Assists, students in benefiting from the evaluation of clinical 

performance 
Assists students with job placement. 

Conducts seminars or special sessions with students on topius 
involved in their clinical education experiences. 

D. Functions as a teacher or as a faculty member. 

Teaches in the basic curricxilum. 

Develops teaching materials, including audiovisual and other 

educational media* 
Plans and teaches in continuing education programs of benefit to 

faculty, staff, students, clinical faculty, and the physical 

therapy community. May serve as chairman of the department's 

committee on continuing education. 
Plans and teaches in the inservice education program of the 

institution. 

E. Participates as a member of the physical therapy and institutional 
faculty in appropriate ways. 

Performs administrative roles as requested or required, including: 
-assists with the writing of grants; 

-assists with the preparation of the department budget. 
Attends and participates in departmental meetings. 
Serves as liaison between the physical therapy program and the 

professional community. 
Serves on departmental committees. 



Source: "Soft data," 1974; based on job descriptions of ACCEs submitted by 
25 educational programs 
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Table A. 5 

PROGRAMS FOR CLINICAL FACULTY DEVELOPMENT 
ORIGINATING FROM ACADEMIC INSTITUTIONS 



Description of clinical Educational institutions 

faculty development presenting programs 

programs 



Frequency of meetings 

Annually 17 

Irregularly, 3-8 per year 5 

Monthly 3 

Held, no time stated 1 

Length of meetings 

1 to 3 hours 5 

S'^hour course 1 

1 day 7 

2 days 4 

3 days 4 
Length of meeting not stated 4 

Topics 

Clinical education (general topics and 

discussion) 10 
Curriculum (changes, review of foxrms which 
affect or influence clinical education, 

core concept, trends) 10 
The student: 

Selection 2 

Orientation to clinical education 1 

Evaluation 5 

Recruitment of minorities 1 

Handling student failure 1 
Principles of: 

Teaching 2 

Learning 2 

Supervision 2 

Admin istration 1 
Communication (interactions and interpersonal 

relations) 4 

Clinical faculty role and development 3 

Medical legal problems (including written agreements) 2 

Health care system and role of physical therapist 2 
Teaching aids (audio-visual and self-instructional 

packages ) 3 

Source: "Soft data," 1974; based on materials submitted by 25 educational 
programs 



D-7 



o 409 

ERIC 



APPENDIX D 
Section B 
"Soft Data" from Clinical Centers 



Table B.l 

NUMBER OF MONTHS PER YEAR CENTERS ARE INVOLVED IN CLINICAL EDUCATION 



Months of involvement per year 


Frequency of occurrence* 
(N=176) 


1 


0 


2 


1 


•a 


9 


4 


10 


5 


8 


6 


9 


7 


9 


8 


16 


9 


32 


10 


15 


11 


16 


12 


45 


Unknown 


6 



Source: "Soft data," 1974; based on materials received from 176 clinical 
centers 

* Frequency indicated is number of clinical centers responding 



4i0 

D-8 



Table B.2 

COSTS AND BENEFITS OF CLINICAL EDUCATION 
REPORTED BY CLINICAL CENTERS 



Cost or benefit Incurred by 

Clinical Student Educational 
^ center program 

Costs 

Meals X x 

Room X X 
Supervisor's time (planning, lecturing, 

counseling, instructing, training) x 

Stipend to the student x 

Transportation x x 

Parking x x 
Employee benefits for the student: 

Medical insurance x 

Liability insurance x 

Physical exam x 

Emergency medical care x 

Workmen's compensation x 

Laundry x x 

Continuing education (including inservice) x 
Equipment and supplies: 

Equipment exchange x 

Equipment cleaning, depreciation, 

maintenance ^ 

Equipment purchase x 

Orientation materials x 

Supplies X 

. Purchase of books x 

Instructional materials x 

Instructional equipment x x 

Clinical supervisors meeting x 

Site visit x 
Administrative costs: 

Clerical time x 

Personnel office x 

Facility use (including office space) x 

Taxes and license x 

Meetings x 

Clinical education tuition x 

Psychic osts x x 

Table continues 

Source: "Soft data," 1974; hasM on reports from 44 clinical centers 
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Table B.2 CContinued) 
COSTS AND BENEFITS OF CLINICAL EDUCATION 
REPORTED BY CLINICAL CENTERS 



Cost or benefit 



Incurred by 



Clinical 
center 



Student 



Educational 
program 



Benefits 

Increased income 
Increased constimer benefits or 
service 

Recruitment and personnel hiring 

Prestige 

Satisfaction 

Stimulation 

Self-evaluation 

Skill development and competence 
Departmental evaluation 
Goal achievement 



Source: "Soft data," 1974; based on reports from 44 clinical centers 
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Table r.3 

CLINICAL EDOCATION HESPONSIBILITIES OF 
THE CENTER COORDINATOR OF CLINICAL EDUCATION 



Rank** Frequency* . Clinical education responsibilities of CCCE 



1 122 Plans, ^conducts, coordinates or directs student education 

program 

2 93 Plans, conducts, coordinates or directs education of non- 

physical therapy students 

3 71 Super^rXises clinical experiences 

4 70 Evaluates students 

5 64 Instructs students 

6 55 Provides liaison with educational programs 

7 41 Orients students to center 

8 38 Attends short courses and/or faculty meetings 

9 28 Counsels students 

10 25 Develops educational materials 

11 24 Evaluates program 

12 21 Establishes objectives of clinical education 

13 16 Makes various arrangements for students 

14 12 Knows the curriculum of the educational program 

15 9 Drafts or negotiates contractual agreements 

16 7 Ascertains students' needs 

17 5 Knows policies of educational program 

18 2 Knows s t uden ts ' s chedules 



Source: "Soft data," 1974; based on 136 job descriptions received from clinical 
centers 

*Frequency indicated is number of times the item appeared in the 136 job 

descriptions 
**Rank is determined by numerical frequency 
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Table B.4 

QUALIFICATIONS REQUIRED OF THE CENTER COORDINATOR OF CLINICAL EDUCATION 



ERIC 



Rank Frequency Qualifications (required) 

1 92 Graduation from an approved school 

1 92 Experience* 

2 76 Licensed to practice 

3 42 Supervisory experience and knowledge 
(28) (Experience) 

(14) (Knowlcidae) 

4 21 Administrative experience and knowledge 
(3) (Experience) 

(18) (Knowledge) 

4 21 Au iican Physical Therapy Association 

membership 

5 19 Clinical teaching experience and knowledge 
(10) (Experience) 

(9) (Knowledge) 

5 14 Interest in clinical ti-aching 

7 10 Masters degree 

7 10 Completion of an internship program 

8 6 Previous employment at present institution 



9 



4 Post baccalaureate education or intent to 

pursue 



10 2 Major in education 

* Required lengths of experience 







Length of experience 


1 


24 


1*5-2 years 


2 


22 


3 years 


3 


17 


Unspecified number of years 


4 


9 


1 year 


4 


9 


4 years 


5 


8 


5 years 


6 


2 


5 years of teaching experience 


7 


1 


More than 5 years 


7 


1 

N=93 


None 
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Table B.5 

QUALIFICATIONS RECOMMENDED FOR THE CENTER COORDINATOR OF CLINICAL EDUCATION 



R^nk Frequency of Qualification (recommended) 
occurrence 

Experience* 

American Physical Therapy Association 
membership 

Supervisory experience 

Masters degree 

Clinical teaching experience 

Post baccalaureate education or intent to 
pursue 

Administrative knowledge 

Previous employment at present institution 



*Recommended 


lengths 


of experience 






Length of experience 


1 


4 


2 years 


1 


4 


3 years 


1 


4 


5 years 


2 


3 


More than 5 years 


3 


2 


3 years or more 


4 


1 


More than 3 years 


4 


1 


More than 4 years 


4 


1 


5 years or more 



Source: "Soft data," 1974; based on 136 job descriptions submitted by 
clinical centers 



1 
2 

3 
4 
4 
5 

6 
6 



20 
8 

4 
3 
3 
2 

1 
1 
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Table B. 6 

RESPONSIBILITIES OF THE CHIEF PHYSICAL THERAPIST IN THE EDUCATION 

OF PHYSICAL THERAPY STUDENTS 



Rank 


Frequency 
of inclusion 


Responsibilities 


1 


152 


Planning, directing, and evaluating student 
education program 


2 


55 


Supervising students 


3 


51 


Teaching students 




41 


Evaluating students 




29 


Liaison with schools 


6 


21 


Functioning as the clinical coordinator 


7 


17 


Attending short courses and/or faculty meetings 


8 


10 


Counseling students 


9 


8 


Orienting students 


10 


4 


Participating in the student education program 




119 


No mention of educational responsibilities of 
physical therapy students 



Source: "Soft data," 1974; based on 199 job descriptions received from 
clinical centers. 
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APPENDIX D 
Section C 
Task Force Deliberations 



Table C.l 
BENEFITS OF CLINICAL EDUCATION 



Benefits 



Benefits to the student 

Fringe benefits (travel, stipends, health care, laundry, meals) 
Increased quality and quantity of education 
Additional educational materials available 
Job placement 

Benefits to the educational program 

Grants 
Contracts 

Faculty enrichment (didactic and clinical) 

Maintainance of an up-to-date curricxilxim 

Quality of the educational program 

Curriculum enrichment through patient involvement 

Equipment borrowed for teaching 

Shared positions 

Recruitment of faculty 

Recruitment of students (including graduate students) 
Benefits to the clinical education center 
Income produced by students 

Continuing education offerings of the educational program 

Books, audio- visuals, equipment, self-instructional packages provided 

by the academic program 
Travel and per diem expenses for meetings 
Professional stimulus 
Increase in staff 
Recruitment of staff 
Prestige to the center 
Program development 

Consultations for patients and management 
Shared salaries 

Faculty input into service programs 
Tuition reimbursement 



Source: Task force members of Project on Clinical Education (December 1974) 
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Table C*2 
CLINICAL EDUCATION COSTS 



Costs 

Costs incurred by the student 

Health examination 
Travel (car, bus, air) 

Per diem expenses (above maintaining regular room or apartment) 

Tuition and fees 

Uniforms 

Laundry of uniforms 

Insurance (liability and health) 

Fees for continuing education courses or events "highly recommended" 

or required 
Fees to the clinical center 
Loss of scholarship support 
Loss of work-for-pay opportunities 

Costs incurred by the educational program 

Physical therapists' time 
Supplies 

Cost of developing centers 

Cost of developing clinical faculty 

Travel (academic faculty, clinical faculty) 

Meetings — total cost 

Preparation of materials 

Salaries 

Equipment loans or purchases 
Library holdings 

Benefits to the clinical faculty 

Tuition vouchers 

Continuing education courses 
Audiovisual software 
Health examination of students 

Costs incurred by the clinical education center 

Salaries 
Supplies 

Loss of productive time 

Fringe benefits to the students in health care, meals, laundry, uniforms, 

housing, parking, drugs , insurance 
Continuing education of staff with or without students 
Time spent with students in nonpatient-related areas 

Time spent in educational planning, activities, meetings, and evaluation 

sessions 
Space utilization 
Travel 

Audiovisual costs 

Stipends 

Source: Task force members of project on.,. Clinical Education (December 1974) 
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APPENDIX D 
Section D 
IINC-CH Study 



Table D.l 

FREQUENCY WITH TOIGH ADVANCED STUDENTS 
HAD THEIR OWN OBJECTIVES 



Response categories 



Always had :>mx objectives 
Usually had owr>. objectives 
Sometimes had own objectives 
Seldom had own objectives 
Never had own objectives 
Don't know 



% of new graduates responding 
(N=127) 

% 



31 
41 
17 
3 
6 
3 



Source < UNC-CH study, 1975 
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Table D.2 

LEVELS OF STUDENTS CLINICAL CENTERS AEE WILLING TO ACCEPT 



Student levels 


Frequency 


of response (%)* 






(N=250) 




Willing 


Unwilling 




to accept 


to accept 




% 


% 


Freshmen and sophomores 


17 


83 


Juniors: part-time 


53 


47 


Juniors : full-time 


45 


55 


Seniors: part-time 


65 


35 


Seniors : full-time 


77 


24 


Final full-time Dloctc 


70 
/u 


30 


Graduate students: basic preparation 


37 


63 


Graduate students: advanced preparation 


34 


66 


First-year physical therapist assistant 


27 


73 


Second-year physical therapist assistant 


41 


60 



Source: UNC-CH study, 1975 

* Frequency indicated is % of respondents replying to each item 
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Table D.3 

STUDENTS ASSIGNED TO SELECTED TYPES OF 
aiNICAL CENTERS DURING 1974 



Month of Measure Nijmber of students assigned to clinical center 



1974 




Teaching 


Rehabili- 


Pedia- 


Extended- 


Public 


Private 






hospital 


tation 


tric 


care 


health 


Practice 








Cell Lci. 




J.ciCJ.XJ.1.y 










N-138 


N=»77 


N=50 


N=38 


N=17 


N=7 


January 


Mean 


3 


4 


4 


3 


3 


4 




Mode 


2 


2 


2 


1 


2 


1 






9 


2 




2 








Range 


0-34 


0-34 


0-34 


0-21 


0-6 


1-11 


February 


Mean 


4 


4 


4 


4 


3 


4 




Mode 


2 


1 


1 


1 


2 


1 




Med'f An 


2 


3 


2 


2 


2 


2 




Range 


0-23 


0-20 


0-20 


0-23 


0-12 


1-13 


March 


Mean 


3 


4 


4 


3 


2 


3 




Mode 


2 


1 


1 


2 


1 


1 




Median 


2 


2 


2 


2 


2 


2 




Range 


0-23 


0-21 


0-21 


0-23 


0-6 


1-10 


April 


Mean 


3 


3 


4 


4 


3 


3 




Mode 


2 


2 


2 


1 


1 


1 




MpH'f An 

& U " ' * 


2 


2 


2 


2 


2 


2 




Range 


0-24 


0-20 


0-20 


0-24 


1-12 


0-10 


May 


Mean 


3 


3 


3 


4 


2 


5 




Mode 


1 


2 


2 


1 


1 


1 




Lieu XoLU 


2 




2 


2 


2 


J. 




Range 


0-24 


0-17 


0-17 


0-24 


1-8 


0-16 


June 


Mean 


3 


3 


4 


3 


3 


4 




Mode 


2 


2 


1 


1 


2 


0 




Median 


2 


2 


2 


1 


2 


1 




Range 


0-20 


0-20 


0-20 


0-16 


0-9 


0-16 


July 


Mean 


3 


3 


3 


3 


2 


4 




Mode 


2 


2 


0 


2 


2 


1 




Median 


2 


2 


2 


2 


2 


2 




Range 


0-20 


0-20 


0-20 


0-14 


0-8 


0-14 


August 


Mean 


2 


3 


3 


2 


2 


3 




Mode 


1 


2 


1 


0 


2 


0 




Median 


2 


2 


2 


1 


2 


1 




Range 


0-20 


0-20 


0-20 


0-14 


0-10 


0-14 



table continues 

Source: UNC-CH study, 1975 
*OPD= outpatient department 
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Table D.3 continued 
STUDENTS ASSIGNED TO SELECTED TYPES OF 
CLINICAL CENTERS DURING 1974 



Month 


Measure 


Number of students ass 


igned to clinical center 


of 1974 




Teaching 


Rehabili- 


Pedia- 


Extended- 


Public 


Private 






hospital 


tation 


tric 


care 


health 


Practice 








center 


OPD* 


facility 










N=138 


N=77 


N=50 


N=38 


N=17 


N=7 


September 


Mean 


3 


3 


5 


2 




/, 
H 




Mode 


2 


2 


0 


0 


1 


U 




Median 


2 


2 


2 


1 


2 


3 




Range 


0-43 


0-43 


0-43 


0-12 


1-6 


0-12 


October 


Mean 


3 


3 


3 






C 

3 




Mode 


0 


0 


2 


0 


2 


1 




Median 


2 


2 


2 


2 


2 


4 




Range 


U- JO 


U— JO 


U— JD 


U— iCH 


n-1 2 


1-14 


November 


Mean 


4 


4 


3 


5 


3 


5 




Mode 


2 


0 


2 


0 


1 


1 




Median 


2 


2 


2 


3 


3 


4 




Range 


0-36 


0-36 


0-36 


0-24 


0-7 


1-14 


December 


Mean 


3 


3 


3 


4 


3 


5 




Mode 


0 


0 


0 


0 


2 


1 




Median 


2 


2 


1 


2 


2 


4 




Range 


0-36 


0-36 


0-36 


0-24 


0-6 


1-11 



Source: UNC-CH study* 1975 
*0PD = outpatient department 
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Table D.4 

STUDENT LOAD IN SELECTED aiNlCAL CENTERS FOR 1974 



Student Load for 1974 (in student weeks*) 



Type ot 


Measure Teaching 


Rehabili- Pedia- 


Extended 


Public 


Private 


students 




hospital 


tation 


OPD** 


care 


neaxLu 


Practice 






N=138 


c en t e r 




facility 










N=77 


N=50 


XT— Q 


XT 1 

N=17 


N=7 


Full-day 
















students 


Mean 


65 


86 


58 


DO 


/ o 

48 


38 




Mode 


16 


18 


24 


1 fi 
XO 


30 


7 




Median 


37 


52 


30 




O Q 


13 




Range 


1-781 


6-560 


0-551 




0-2o2 


7-152 


Half -day 
















students 


Mean 


19 


32 


11 


24 


10 


17 




Mode 


0 


0 


6 


0 


0 


2 




Median 


7 


7 


8 


12 


4 


21 




Range 


0-207 


0-716 


0-51 


0-128 


0-36 


2-28 


Total 


Mean 


80 


109 


63 


71 


72 


54 




Mode 


24 


45 




13 


20 


14 




Median 


45 


59 


31 


36 


30 


36 




Range 


0-783 0 


-1276 


2-551 


6-362 


1-282 14-152 


Source: UNC-CH study. 


1975 












*Student weeks 


= # of 


students x // 


of days 


they were 


in center 






(full-time 




5 (days/week) 










students) 
















Student weeks 


= # of 


students x # 


of days 


they were 


in center 







students) 10 (half days/week) 

** OPD=outpatlent department 
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Table D.5 

CLINICAL CENTERS AFFILIATING WITH ONE 
OR MORE THAN ONE EDUCATIONAL PROGRAM 



Type of clinical center Frequency of response* 

% affiliating with % affiliating with 
more than one educa- only one educa- - 
tional program tional program 



% % 



Teaching hospital (N=138) 


70 


30 


Rehabilitation center (N=77) 


79 


21 


Pediatric outpatient: depart- 
ment (N=50) 


62 


38 


Extended-care facility (N=38) 


53 


47 


Public health (N=17) 


59 


41 


Private practice (N=7) 


71 


29 



Source: UNC-CH study, 1975 

* Frequency indicated is % of clinical centers responding to each item 
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Table D.6 

TIME COVERAGE OF PHYSKUL THERAPY SERVICE 
AT SELECTED TYPES OF CLINICAL CENTERS 



Coverage Percentage of clinical centers* 

Teaching Rehabil- Pedi- Extended- Public Private 

hospital itation atric care health practice 
center OPD** Facility 



N-138 N=77 N»50 N-38 N=17 N=»7 
-1 % % % % Z 



5-day week or less 


33 


51 


66 


45 


82 


/• 
29 


6-day week or less 
(but more than 5 days; 


47 


35 


18 


42 


12 


29 


7-day week or less 
(but more than 6 days) 


20 


14 


16 


13 


6 


43 


8-hour day 


71 


70 


67 


82 


81 


43 


Extended day 


21 


20 


16 


13 


13 


29 


Other 


8 


10 


16 


5 


6 


29 



Source: UNC-CH study, 1975 

* % indicated is % of clinical centers responding to each item 
** OPD a outpatient department 



Table D.7 

LOCATION OF SELECTED TYPES OF CLINICAL CENTERS 



Location of 




Percentaee of 


clinical 


centers** 




center 


Teachitig 


Sehabili- 


Pedia- 


Extended- 


■ Public 


Private 




hospital 


tation 


tric 


care 


health 


practice 




N-138 


center 


OPD* 


facility 






N-77 


N=50 


N-38 


N-17 


N-7 




Z 


Z 


% 


Z 


Z 


Z 


Rural 


5 


4 


4 


14 


0 


0 


Surburban 


20 


28 


21 


19 


19 


0 


Urban 


73 


62 


67 


64 


56 


100 


Other 


3 


5 


8 


3 


25 


0 



Source: UNC-CH study, 1975 
* OPD-outpatient department 

** Z Indicated is Z of clinical centers responding to each it 
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Table D.8 

ADMINISTRATION AND FUNDING OF SELECTED TYPES 
OF CLINICAL CENTERS 



Administration and 
funding of physical 
therapy service 



Percentage of clinical centers* 



Teaching 
hospital 

N»138 



Rehabili- Pedia- Extended- Public Private 

tation trie care Health Practice 

center OPD** facility 

N«77 N=50 N«38 N=17 N«7 

% % % % % 



Administration 

Administratively and 
financially part of 
clinical center 

Contracted to the 
clinical center 



Funding source 

Voluntary, non-profit 
Voluntary, proprietary 
Governmental , federal 
Governmental, state 
Governmental, city 
Governmental , county 



98 96 100 

2 4 0 



63 66 69 

3 6 4 

18 9 9 

6 7 9 

2 4 2 

8 9 7 



92 100 80 

8 0 20 



49 41 40 

15 0 60 

18 18 0 

0 12 0 

9 12 0 

9 18 0 



Source: UNC-CH study, 1975 

* % indicated is % of clinical centers responding to each item 
** OPD =« outpatient department 



EKLC 



426 

D-24 



Table D.9 

PHYSICAL THERAPY PERSONNEL EMPLOYED IN SELECTED 
TYPES OF CLINICAL CENTERS 



Personnel 



Number of personnel 



Physical 
therapists 



Physical 

therapist 

assistants 



Trained 
aides 



Measure Teaching Rehabili- Pedia- Extended- Public Private 
hospital tation trie care health practice 
center OPD* facility 
N=138 N°77 N=50 N=38 N°17 N=7 



Mean 8 
Mode 7 
Median 6 



Mean 
Mode 
Median 



Mean 
Mode 
Median 



1 
0 
0 



4 
1 
3 



1 
0 
0 



5 
2 
3 



7 
2 
5 



1 
0 
0 



5 
1 
2 



6 
2 
5 



1 
0 
0 



4 
1 

2 



6 
2 
4 



0 
0 
0 



1 
0 

0 



5 
1 
5 



1 
0 

1. 



3 
4 

4 



Source: UNC-CH study, 1975 
* OPD = outpatient depar'tment 



ERIC 
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Table D.IO 
PHYSICAL THERAPY PERSONNEL WORKING WITH 
STUDENTS IN SELECTED TYPES OF CLINICAL CENTERS 



Number of personnel 



Personnel 


Measure 


Teaching Rehabili- 


Pedia- 


Extended- 


Public 


Private 






hospital 


tation 


tric 


care 


health practice 






center 


OPD* 


racility 










N«138 


N=77 


N«50 


N=38 


N=17 


N=7 


Physical 
















^ A V* ^ 4 0 ^ G 

cnerapxs LS 








6 








Mean 


6 


7 


6 


5 


4 




Mode 


3 


2 


2 


2 


2 


1 




Median 


5 


6 


5 


4 


4 


3 


Physical ther- 
















apist assis-- 
















tants 


















Mean 


1 


1 


1 


0 


0 


1 




Mode 


0 


0 


0 


0 


0 


0 




Median 


0 


0 


0 


0 


0 


0 


Trained 
















aides 


















Mean 


3 


4 


3 


3 


1 


1 




Mode 


0 


0 


0 


0 


0 


0 




Median 


1 


2 


1 


1 


0 


0 



Source: UNC-CH study, 1975 
* OPD =» outpatient department 
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Table D.ll 

PATIENT LOAD FOR STAFF IN SELECTED TYPES OF CLINICAL CENTERS 



Staff 
member 



Meas- Period 
ure 



Patient load per day 



Teaching Rehabili«- Pedia- Extended- Public Priv.-ate 
hospital tation trie care health prac±ice 
center OPD* facility 
N=138 N^77 N=50 N=38 N«17 N»7 



Chief phy- 
sical 
therapist 



CCCE (if 
different 
from chief 
physical 
therapist) 



Staff 

physical 

therapist 

without 

students 



Clinical 
instructor 



Mean Oct. 74 7 
Apr. 75 7 



7 
6 



9 
9 



6 
7 



19 
17 



Mode Oct. 74 


0 


0 


0 


0 


A 


2 


Apr. 75 


0 


0 


5 


5 


4 


3 


Median Oct. 74 


5 


5 


5 


5 


4 


1 s 


Apr. 75 


5 


5 


5 


5 


5 


10 


Mean Oct. 74 


14 


10 


10 


19 


5 


6 


Apr. 75 


14 


10 


10 


16 


7 


s 

•J 


Mode Oct . 74 


15 


0 


6 


10 


2 


6 


Apr. 75 


15 


■2 


6 


12 


2 




Median Oct. 74 


11 


9 


6 


12 


5 


6 


Apr. 75 


12 


10 


8 


12 


8 


5 

•J 


Mean Oct. 74 


15 


13 


13 


15 


13 


19 


Apr. 75 


15 


14 


12 


15 


11 


20 


Mode Oct. 74 


15 


15 


12 


14 


5 


14 


Apr. 75 


12 


12 


12 


16 


5 


12 


Median Oct. 74 


14 


14 


12 


14 


11 


19 


Apr. 75 


14 


14 


12 


15 


12 


22 


Mean Oct. 74 


14 


12 


15 


16 


13 


17 


Apr. 75 


13 


11 


14 


13 


9 


17 


Mode Oct. 74 


10 


10 


12 


15 


5 


13 


Apr. 75 


10 . 


10 


10 


0 


5 


14 


Median Oct. 74 


12 


10 


12 


12 


9 


18 


Apr. 75 


12 


11 


12 


11 


8 


18 



Source: UNC-CH study, 1975 



*OPD a outpatient department 



ERIC 
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Table D.12 
PATIENT LOAD FOR STUDENTS IN 
SELECTED TYPES OF CLINICAL CENTERS 



Level of Meas- 
student ure 
(PT or PTA) 



Period 



Patient load per day 



Teaching Rehabili- Pedia- Extended- Public Private 

hospital tation trie care health practice 

center OPD* facility 

N»138 N=»77 N=^50 N«38 N='17 N=>7 



Beginning 
student 



Mean 



Mode 



Intermedi- 
ate student Mean 



Mode 



Advanced 
student 



Mean 



Mode 



Basis for response 

Departmental records 

An estimate 

Total 



Oct. 


74 


5 


4 


4 


3 


3 


15 


April 


75 


5 


4 


4 


4 


3 


16 


Oct. 


74 


4 


5 


6 


4 


0 


0 


April 


75 


5 


0 


6 


4 


0 


0 


ucu • 




■5 
J 


4 


5 


2 


4 


5 


April 


75 


5 


4 


5 


4 


4 


6 


Oct. 


74 


7 


6 


6 


4 


5 


2 


Anr-f 1 


/ -J 


7 


6 


6 


5 


5 


5 


Oct. 


74 


6 


6 


6 


6 


2 


0 


April 


75 


6 


6 


6 


6 


2 


0 


Oct. 


74 


g 


6 


6 


4 


4 


2 


April 


75 


6 


6 


6 


5 


4 


4 


Oct. 


74 


9 


8 


8 


8 


8 


20 


April 


75 


10 


8 


8 


9 


8 


18 


Oct. 


74 


10 


10 


8 


8 


4 


4 


April 


75 


10 


10 


8 


8 


4 


4 


Oct. 


74 


10 


8 


8 


8 


7 


14 


April 


75 


10 


8 


8 


9 


8 


13 




Percent 


of respondents 









25 
75 
100 



30 
70 
100 



29 
71 
100 



36 
64 
100 



31 
69 



100 



29 

71 
100 



Source: UNC-CH study, 1975 
* OPD = outpatient department 
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Table D.13 

PATIENT LOAD OF SELECTED TYPES OF CLINICAL CENTERS 



Type of 
patient 



Meas- 
ure 



Period 



Patient load per day 



Teaching Rehablll- Pedla- Extended- Public Private 



hospital tation trie care 



health practice 







N=.138 


center 
N=77 


OPD* 
N=50 


facility 
N=38 


N=17 


N=7 


Inpatients Mean 


Oct. 74 


117 


127 


89 


65 


101 


191 




April 75 


117 


130 


93 


68 


101 


191 


Mode 


Oct. 74 


70 


0 


0 


20 


0 


0 




April 75 


50 


999 


0 


0 


0 


0 


Median 


Oct. 74 


61 


62 


26 


54 


15 


62 




April 75 


63 


68 


35 


53 


14 


67 


wULpa wj.cn Lo Clean 


UCl. /h 


3/ 


50 


69 


15 


16 


68 




April 75 


60 


52 


74 


18 


15 


74 


node 


Uct. 1^ 


10 


0 


0 


0 


0 


26 




April 75 


.15 


0 


2 


0 


0 


0 


Median 


Oct. 74 


17 


15 


16 


10 


3 


26 




April 75 


17 


17 


20 


10 


4 


32 


Out of center 
















patients Mean 


Oct. 7A 


2 


2 


3 


1 


2 


2 




April 73 


3 


2 


4 


1 


2 


3 


Mode 


Oct. 74 


0 


0 


0 


0 


0 


0 




April 75 


0 


0 


0 


0 


0 


0 


Median 


Oct. 74 


0 


0 


0 


0 


0 


1 




April 75 


0 


0 


0 


0 


0 


0 



Source: UNC-CH, 1975 

* OPD=outpatlent department 
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Table D.14 

AGE OF PATIENTS IN SELECTED TYPES OF CLINICAL CENTERS 



P&rcentage of patients 



Age category 


Meas- 


Teaching Rchabili- 


Pedia- 


Extended- 


• Public Private 




ure 


hospital 


tatlon 


tric 


care 


health practice 


and source 






center 


OPD* 


facility 






of response 




N»138 


N=77 


N=50 


N=38 


N=17 


N=7 




% 


% 


% 


% 


% 


% 


Pediatric 




























17 






Mean 


16 


21 


63 


4 


4 




Mode 


10 


0 


99 


0 


0 


2 




Median 


5 


6 


96 


2 


2 


4 


Adult 
















(18-64 years) 












AA 






Mean 


54 


48 


23 


48 




Mode 


bU 


0 


0 


60 


75 


40 




Median 


60 


50 


1 


50 


40 


75 


Geriatric 
















(65 years or 
















more) 














32 


Mean 


31 


32 


13 


49 


38 




Mode 


40 


30 


0 


30 


0 


20 




Median 


30 


30 


0 


40 


35 


30 


Basis for response 




Percentage of responding 


facilities 




Last annual report 


34 


38 


47 


34 


19 


29 


Current oatient load 


66 


62 


53 


66 


81 


71 


Total 




100 


100 


100 


100 


100 


100 



Source: UNC-CH study, 1975 
* OPD = outpatient department 
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Table D.15 
LENGTH OF CARE RECEIVED BY PATIENTS 
AT SELECTED TYPES OF CLINICAL CENTERS 









Percenta 


Re of patients 






*ypB oi care 


rieas*" 


Teaching Rehab ili- 


reuia~ 


extended- 


Public 


Private 


by length 


ure 


hospital tation 


trie 


care 


health practice 








center 


OPD* 


facility 










N=138 


N=77 


N=50 


N''38 


N-17 


N=7 










% 


% 


fly 


% 


















care 


















Mean 


23 


15 


11 


19 


13 


21 




node 


10 


0 


0 


0 


0 


5 




Median 


20 


10 


1 


15 


2 


5 


T 1^ ♦* iHTTiKi/i ^ a *i 
XULcLUlcaXa LC 
















care 


















Mean 


48 


33 


28 


39 


41 


55 




Mode 


60 


30 


0 


30 


0 


25 




Median 


50 


30 


21 


40 


48 


43 


Long-term 
















care 


















Mean 


29 


52 


61 


42 


47 


24 




Mode 


10 


99 


99 


30 


10 


8 




Median 


20 


54 


70 


30 


50 


9 



Source: UNC-CH study, 1975 
*OPD => outpatient department 
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Table D.16 

TREATMENT LOCATION IN SELECTED TYPES OF CLINICAL CENTERS 



Treatment 
location 



Meas- 


Period 


Teaching Rehablll- 


Pedia- 


Extended- 


Public 


Private 


ure 






hospltal tatlon 


tric 


care 


health practice 








center 




J. cll« JLJ.X L.jf 












N-138 


N=77 


N=50 


N«38 


N=17 


N=»7 








% 


% 


% 


% 


% 


% 


Mean 


Oct. 


74 


7S 


82 


77 


81 


40 


61 








74 


81 


/ 0 


7Q 
/ y 


35 


59 


Mode 


Oct. 


74 


ou 


80 


99 


90 


0 


0 




iXui. . 


7S 
/ J 


90 


99 


OQ 




0 


0 


Median 


Oct. 


74 


80 


88 


88 


90 


1 


70 




Apr. 


75 


80 


87 


00 




0 


60 


Mean 


Oct. 


74 


1 8 


11 


8 


12 


9 


10 




Apr . 


75 


18 


11 


Q 




8 


11 


Mode 


Oct. 


74 


10 


5 


0 


10 


0 


0 




Apr . 


75 


10 


5 


n 
u 


1 0 

J. w 


0 


0 


Median 


Oct. 


74 


10 


7 


3 


10 


1 


o 
4. 




Apr. 


75 


10 


5 


o 


1 0 


1 


2 


Mean 


Oct. 


74 


7 


7 


10 


3 


7 


28 




Apr. 


75 


7 


6 


12 


3 


7 


28 


Mode 


Oct. 


74 


0 


0 


0 


0 


0 


0 




Apr. 


75 


0 


0 


0 


0 


0 


0 


Median 


Oct. 


74 


0 


0 


0 


0 


1 


20 




Apr. 


75 


0 


0 


0 


0 


1 


20 



Physical 
therapy 



Bedside 



Outpatient 
clinic 



Basis for response 

Department records 
An estimate 
Total 



Percentage of respondents 



58 
42 
100 



47 
54 
101 



58 
42 
100 



50 
50 
100 



56 
44 

100 



83 
17 

100 



Source: UNC-CH study, 1975 
* OPD = outpatient department 



table continues 
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Table D.16 continued 
TREATMENT LOCATION IN SELECTED TYPES OF CLINICAL CENTERS 



Treatment 
location 



Meas- Period 
sure 



Percentage of patient load 



Teaching Rehablll- Pedla- Extended- 
hospital tatlon trie care 

center OPD* facility 
N=138 N=77 N=50 N=38 



Public Private 
health practice 



% 



% 



% 



N=17 



N=7 



Preventive/ 
screening 
program Mean 



Mode 



Median 



Oct. 74 
Apr. 75 

Oct. 74 
Apr. 75 

Oct. 74 
Apr. 75 



0 
0 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



0 

1 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



Patient's 
home 



Mean 



Mode 



Median 



Oct. 74 
Apr. 75 

Oct. 74 
Apr. 75 

Oct. 74 
Apr. 75 



0 
0 

0 
0 

0 
0 



1 
0 

0 
0 

0 
0 



1 

2 

0 
0 

0 
0 



3 

3 

0 
0 

0 
0 



43 
42 

0 
0 

8 
1 



0 
1 

0 
0 

0 
0 



Physical 

therapy 

facility 

other than Mean 
own 

Mode 



Median 



Oct. 74 
Apr. 75 

Oct. 74 
Apr. 75 

Oct. 74 
Apr. 75 



0 
1 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



0 
0 

0 
0 

0 
0 



1 

2 

0 
0 

1 
1 



0 
0 

0 
0 

0 
0 



Basis for respGa^je 

Department records 
An estimate 
Total 



Percentage of respondents 



58 
42 
100 



47 
54 
101 



58 
42 
100 



50 
50 
100 



56 
44 
100 



83 
17 

100 



Source: UNC-CH study, 1975 
* OPD " outpatient department 
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Table D.17 
EQUIPMENT USE IN 
TEACHING HOSPITALS (N=138) 



Equipment 




Frequency of use 


(%)* 




Equipment 














not 




Dail;^ 

■k. 


Weekly 

% 


Monthly 

% 


Seldom 


Never 


available 


Bicycle 


67 


16 


4 


3 


0 


8 


Cervical traction 


69 


12 


2 


6 


1 


9 


Cold-therapy equipmeut 


37 


23 


9 


13 


0 


17 


Diathermy or microwave 


42 


16 


7 


15 


4 


14 


EKG 


5 


3 


.2 


6 


9 


73 


EMG 


25 


18 


4 


7 


6 


39 


Heavy-resistance 














equipment 


62 


1 '\ 
X J 


1 

X 


4 


0 


19 


Hot-pack unit 


83 


6 


3 


3 


1 


2 


Hubbard tank 


62 


7 


5 


1 


0 


24 


Infrared 


26 


6 


8 


28 


6 


24 


Low-volt generator — 














evaluative 


12 


1 1 

XX 


X^ 


26 


4 


30 


Low-volt generator — 














therapeutic 


25 


23 


12 


26 


1 


11 


Mats 


86 


7 


2 


1 


0 


2 


Mo i : ; 1 ■> t cab in e t 


9 


4 


3 


4 


4 


75 


Ne r v\. v:;>v : 't i ^ t io n 


23 


15 


2 


s 


9 


41 


Paraffin bath 


41 


25 


15 


6 


3 


9 


Parallel bars 


93 


2 


0 


1 


1 


0 


Pelvic traction 


33 


12 


7 


10 


4 


32 


Pool 


12 


3 


0 


4 


2 


*7 O 

78 


Shoulder wheel 


41 


13 


6 


11 


1 




Tilt table 


63 


19 


12 


1 


0 


4 


Training stairs 


87 


6 


0 


1 


0 


D 


Treadmill 


13 


10 


4 


5 


7 


59 


Ultrasound 


73 


7 


4 


4 


1 


9 


Ultraviolet 


15 


13 


9 


36 


6 


17 


Vitalometers 


5 


7 


4 


6 


4 


73 


Walking tank 


8 


1 


4 


4 


1 


80 


Wall pulleys 


67 


10 


4 


4 


1 


13 


Whirlpool 


83 


9 


2 


1 


0 


2 



Source: UNC-CH study, 1975 

^Frequency indicated is % of teaching hospitals responding to each item. 
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Table D.18 
EQUIPMENT USE IN 
REHABILITATION CENTERS (N=77) 



Equipment 


Daily 

% 


Frequency of use (%)* 

Weekly llonthly Seldom 

% % % 


Never 

% 


Equipment 

not 
available 

% 


Bicycle 


70 


13 


0 


5 


0 


7 


Cervical traction 


52 


13 


4 


9 . 


0 


18 


Cold-therapy equipment 


39 


17 


5 


16 


0 


20 


Diathermy or microwave 


34 


12 


7 


18 


3 


23 




5 


1 


5 


5 


14 


68 




23 


8 


8 


8 


9 


42 


nccivy— resis cance 












equipment 


64 


8 


1 


3 


1 


20 


Kot-pack unit 


77 


9 


4 


0 


1 


4 


Hubbard tank 


65 


5 


4 


1 


0 


21 


xn rrareo 


27 


1 


7 


34 


7 


21 


Low— volt generator — 














c va j.ua L 1 ve 


9 


12 


18 


23 


5 


29 


Low-volt generator — 












therapeutic 


21 


25 


8 


27 


3 


14 


Mo f- <-< 

ria ls 


91 


1 


0 


1 


0 


0 


Moist— heat cabinet 


10 


3 


3 


5 


10 


68 


Nerve conduction 


1 o 

18 


8 


5 


8 


13 


47 


Paraffin bath 


35 


23 


12 


12 


4 


10 


Parallel bars 


91 


3 


0 


1 


0 


1 


Pelvic tracti(/U 


25 


9 


7 


17 


7 


33 


irOOJ. 


18 


7 


0 


7 


3 


64 


Dnoulder wheel 


35 


5 


8 


17 


4 


27 


Tilt table 


69 


12 


9 


0 


0 


5 


Training stairs 


83 


4 


3 


0 


0 


8 


Treadmill 


18 


4 


7 


9 


7 


53 


Ultrasound 


58 


5 


7 


8 


3 


16 


Ultraviolet 


14 


8 


13 


35 


3 


22 


Vitalometers 


5 


7 


4 


4 


8 


71 


Walking tank 


8 


3 


5 


7 


3 


73 


Wall pulleys 


73 


7 


4 


3 


1 


9 


Whirlpool 


73 


lo 


3 


3 


0 


3 



Source: UNC-CH study, 1975 

*Frequency indicated is % of rehabilitation centers responding to each item. 
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Table D. 19 
EQUIPMENT IN USE IN 
PEDIATRIC OUTPATIENT DEPARTMENTS (N=50) 



Equipment 



Bicycle 

Cervical traction 
Co Id- therapy equipment 
Diathermy or microwave 
EKG 

EMG 

Heavy-resistance 

equipment 
Hot-pack unit 
Hubbard tank 
Infrared 





Frequency 


of use 


(%)* 




Equipment 

not 
available 

% 


Daily 

% 


Weekly Monthly 
% % 


Seldom 
% 


Never 

% 


58 
36 
16 
24 
2 


10 
6 

16 
4 
6 


4 
0 
4 
6 
6 


8 
4 
12 
10 
2 


0 
2 
0 
2 
6 


18 
50 
50 
52 
78 


12 


4 


6 


4 


4 


68 


38 
42 
42 
16 


10 
10 
4 
4 


4 
4 
6 
8 


6 
10 

2 
14 


0 
2 
2 
8 


40 
30 
42 
48 



Low-volt generator — 

evaluative 
Lo w- vo 1 1 gene ra t o r — 

therapeutic 
Mats 

Moist-heat cabinet 
Nerve conduction 

Paraffin bath 
Parallel bars 
Pelvic traction 
Pool 

Shoulder wheel 

Tilt table 
Training stairs 
Treadmill 
Ultrasound 
Ultraviolet 

Vitalometers 
Walking tank 
Wall pulleys 
Whirlpool 



4 


6 


12 


12 


12 


8 


92 


2 


0 


6 


2 


0 


10 


6 


2 


16 


18 


6 


84 


6 


2 


14 


6 


2 


24 


2 


2 


20 


2 


6 


60 


12 


6 


76 


14 


0 


10 


10 


2 


36 


2 


2 


12 


8 


6 


8 


8 


6 


4 


2 


4 


44 


12 


10 


56 


16 


4 



18 6 52 

28 4 34 

0 0 2 

8 8 76 

8 4 68 

8 6 44 

2 0 4 

12 6 58 

4 4 64 

16 4 50 

2 0 16 

2 0 8 

6 6 64 

10 2 46 

22 6 44 

2 6 68 

2 4 82 

8 0 24 

6 0 16 



Source: UNC-CH study, 1975 

*Frequency indicated is % of pediatric outpatient departments responding 
to each item. 
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Table D.20 
EQUIPMENT USE IN 
EXTENDED-CARE FACILITIES (N=38) 



Equipment 


Daily 
% 


Frequency of use (%)* 

Weekly Mon hly Seldom 
% % % 


Never 

% 


Equipment 

not 
available 
% 


Bicycle 


61 


16 


5 


5 


0 


8 


uervicax traction 


63 


8 


8 


3 


0 


13 


Cold-therapy equipment 


40 


21 


5 


11 


0 


21 


Diathermy or microwave 


40 


13 


8 


18 


5 


13 


EKG 


5 


5 


5 


0 


5 


79 


EMG 


11 


8 


8 


0 


8 


66 


Heavy resistance 














equipment 


55 


5 


3 


3 


0 


32 


Hot-pack unit 


84 


5 


3 


3 


0 


0 


Hubbard tank 


45 


5 


0 


0 


3 


45 


Infrared 


26 


0 


16 


32 


8 


16 



Lou-volt generator — 



evalviative 


8 


11 


16 


29 


0 


34 


Low-volt generator — 












therapeutic 


11 


18 


13 


34 


0 


21 


Mats 


79 


LI 


3 


3 


0 


0 


Moist-heat cabinet 


11 


5 


3 


0 


5 


74 


Nerve conduction 


5 


8 


8 


8 


13 


58 


Paraffin bath 


32 


29 


21 


11 


0 


3 


Parallel bars 


90 


3 


0 


0 


0 


3 


Pelvic traction 


13 


16 


8 


21 


3 


37 


Pool 


11 


5 


0 


3 


0 


79 


Shoulder wheel 


37 


5 


11 


13 


3 


29 


Tilt table 


50 


18 


16 


5 


0 


5 


Training stairs 


71 


11 


5 


3 


0 


5 


Treadmill 


11 


8 


5 


8 


8 


58 


Ultrasound 


71 


3 


11 


3 


0 


11 


Ultraviolet 


24 


16 


13 


21 


5 


16 


Vitalometers 


5 


5 


3 


5 


0 


82 


Walking tank 


3 


0 


5 


3 


0 


87 


Wall pulleys 


71 


5 


3 


3 


0 


13 


Whirlpool 


76 


8 


3 


8 


0 


3 



Source: UNC-CH study, 1975 

*Frequency indicated is % of extended-care facilities responding to each 
item. 
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Table D.21 
EQUIPMENT USE IN 
- PUBLIC HEALTH AGENCIES (N=17) 



Equipment 




Frequency of use 


(%)* 




Equipment 














not 






IT 

we ekly 


cioni.nxy 


W ^ U W 


Never 


available 


J 


% 


% 


% 


% 


% 


% 


Bicycle 


18 


1 ft 

xo 


x^ 


12 


0 


41 


UcX^VXCaX LLaULXUn 


24 


18 


0 


18 


0 


41 


Cold-therapy equipment 


18 


6 


0 


12 


0 


65 


Diathermy or microwave 


12 


0 


0 


18 


0 


71 


EKG 


0 


6 


0 


0 


12 


82 


EMG 


12 


12 


6 


0 


0 


71 


Heavy-resistance 












65 


equipment 


35 


0 


0 


0 


0 


Hot-pack unit 




0 


6 


xo 


0 

w 


35 


Hubbard tank 


29 


0 


0 


0 


0 


71 


Infrared 


6 


0 


0 


29 


0 


65 


Low-volt generator — 














evaluative 


6 


6 


J2 


24 


0 • 


53 


Low-volt generator — 














the rapeutic 


S 


12 


24 


29 


0 


29 


Mats 


^7 


b 


iD 


0 


0 


41 


Hoist-heat cabinet 


0 


0 


0 


0 


0 


100 


Nerve conduction 


12 


6 


6 


0 


6 


71 


raraiim Dacii 


ft 




6 


35 


0 


35 


Parallel bars 


k'l 


0 


0 


6 


0 


47 


Pelvic traction 


18 


0 


0 


12 


0 


71 


Pool 


0 


0 


0 


0 


6 


94 


Shoulder wheel 


12 


12 


0 


18 


0 


59 


Tilt table 


24 


12 


0 


12 


0 


53 


Training stairs 


41 


6 


0 


6 


0 


47 


Treadmill 


6 


0 


12 


0 


6 


77 


Ultrasound 


29 


12 


6 


0 


0 


53 


Ultraviolet 


6 


0 


6 


29 


0 


59 


Vital ometers 


6 


0 


6 


6 


6 


77 


Walking tank 


6 


0 


0 


0 


0 


94 


Wall pulleys 


24 


12 


12 


12 


0 


41 


Whirlpool 


35 


6 


12 


6 


0 


41 



Source: UNC-CH study, 1975 

*Frequency indicated is % of public health agencies responding to each item. 
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Table D.22 
EQUIPMEKT USE IN 
PRIVATE PRACTICES (N=7) 



Equipment 




Frequency of use 


(%)* 




Equipment 














not 




Daily 


Weekly 


Itonthly 


Seldom 


Never 


available 




% 


% 


% 


% 


% 


% 


Bicycle 


29 


43 


0 


0 


0 


0 


Cervical traction 


86 


0 


0 


0 


0 


0 


Cold- therapy equipment 


57 


29 


0 


0 


0 


0 


Diathermy or microwave 


71 


14 


0 


0 


0 


0 


EKG 


0 


0 


0 


0 


0 


100 


EMG 


0 


0 


0 


14 


0 


71 


Heavy-res is tance 














equipment 


57 


0 


0 


0 


0 


29 


Hot-pack unit 


71 


14 


0 


0 


0 


0 


Hubbard tank 


43 


0 


0 


0 


0 


43 


Infrared 


43 


0 


0 


14 


0 


29 



Low-volt generator-- 



evaluative 


0 


0 


0 


14 


1^ 


57 


Low-volt generator — 














therapeutic 


29 ' 


29 


14 


0 


0 


14 


Mats 


43 


0 


14 


0 


0 


14 


Moist-heat cabinet 


0 


0 


0 


0 


14 


86 


Nerve conduction 


0 


0 


0 


14 


0 


71 


Paraffin bath 


29 


43 


14 


0 


0 


0 


Parallel bars 


29 


0 


14 


0 


0 


29 


Pelvic traction 


71 


0 


0 


0 


0 


14 


Pool 


29 


0 


0 


0 


0 


71 


Shoulder wheel 


43 


14 


0 . 


0 


0 


14 


Tilt table 


43 


0 


0 


0 


0 


43 


Training stairs 


43 


14 


0 


0 


0 


43 


Treadmill 


0 


0 


0 


0 


0 


100 


Ultrasound 


86 


0 


0 


0 


0 


0 


Ultraviolet 


14 


14 


0 


14 


0 


43 


Vital ometers 


0 


0 


0 


0 


0 


86 


Walking tank 


29 


0 


0 


0 


0 


57 


Wall pulleys 


57 


0 


0 


0 


0 


29 


Whirlpool 


71 


14 


0 


0 


0 


0 



Source: UNC-CH study, 1975 

^Frequency indicated is % of private practices reponding to each item. 
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Table 

SPACE AVAILABLE FOR STAFF IN SELECTED 
TYPES OF CLINICAL CENTERS 



Type of space 



Percentage of clinical centers* 

Teaching Rehabili- Pedia- Extended- Public Private 
hospital tatlon trie care health practice 

center OPD** facility 
N=138 N=t77 N=50 N=»38 N=17 N-7 





% 


% 


% 


% 


% 


% 


Secretarial (place 
to type) 


77 


70 


74 


68 


56 


57 


Private office 


32 


26 


25 


35 


19 


57 


Shared office 


80 


84 


82 


73 


75 


71 


Carrels 


10 


13 


8 


5 


0 


0 


Conference room 


56 


67 


59 


49 


75 


29 


Research rooin(s) 


8 


9 


8 


5 


6 


14 


Library or reference 
area 


77 


78 


82 


68 


75 


71 



Source: UNC-CH study, 1975 

* % indicated is % of clinical centers responding to each item 
** 0PD=outpatient department 
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Table D.24 

ADVANTAGES AND DISADVANTAGES OF MULTIPLE AFFILIATIONS 
Clinical Center Response 



Advantage or 
disadvantage 



Advantages 

Gives a broad view of 
PT education 

Gives a broad pool of 
consultants 

Provides large amount of 
stimulation through 
student questioning 

Provides more exposure to 
new concepts 



Frequency of response (%)* 
(N=156) 



Strongly Agree Disagree Strongly Don't 
agree disagree know 

% % % % % 



42 
15 

53 
56 



54 
35 

43 
39 



36 



Disadvantages 

Too many people to deal with 



(faculty and administrators) 


0 


6 


70 


24 


0 


Too many evaluation forms to 
deal with 


11 


26 


52 


12 


0 


Too much disparity among goals 
of schools 


2 


10 


69 


18 


1 


Too many students to deal with 


3 


15 


67 


15 


1 


Lack of privacy for the staff 


3 


14 


61 


22 


0 



Source: UNC-CH study, 1975 

* Only clinical centers which actually affiliated with more than one school 
responded, and % indicated is % of clinical centers responding to each item. 



443 



D-41 



ERIC 



Table D.25 
REASONS FOR TERMINATION BY A CENTER 
OF AN AFFILIATION WITH AN EDUCATIONAL PROGRAM 



Reason for termination 


Frequency 


of response 




CC 


CCCE 


ACCE 


Tot a] 




N=250* N=127* 


N=53* 




Staff problems 








24 


Shortage 


9 


3 


12 


Lack of time 


0 


0 


1 


1 


Not permanently staffed 


0 


0 


3 


3 


Fatigued with students 


0 


0 


3 


3 


Center problems 










Only a temporary break in affiliation 


2 


0 


0 


2 


Policy change 


1 


0 


4 


5 


Administrative restrictions or problems 


2 


0 


3 


5 


Inadequate patient load 


1 


0 


2 


3 


Inadequate space 


0 


0 


1 


1 


Schedule too demanding 


0 


1 


0 


1 


Educational program deficiencies 










No continuing education offered 


1 


0 


1 


2 


Poor faculty participation 


2 


1 


0 


3 


Educational program discontinued 


1 


1 


0 


2 


Needs of center overlooked 


1 


1 


0 


2 


Grading only by observation 


0 


1 


0 


1 


Center dissatisfied with educational program 


0 


0 


1 


1 


Conflicts between center and educational program 










Conflict of dates 


1 


0 


0 


1 


Poor communication 


1 


3 


0 


4 


Administrative conflict 


3 


0 


0 


3 


Conflict in objectives 


0 


2 


0 


2 


Students 










Ill-prepared students 


6 


7 




15 


Students not sent tc center 


1 


0 


0 


1 


Behavioral problems wlnh student 


0 


3. 


0 


1 


Financial considerations 










No remuneration from educational progr^^m 


1 


2 


0 


3 


General financial problems 


2 


I 


3 


6 


Lack housing for studtiivts 


1 


0 


1 


2 


Lack travel funds for students 


0 


0 


2 


2 


Miscellaneous 










Legislation (can't hire assistants) 


1 


0 


1 


2 


Reason for termination unknown 


2 


1 


0 


3 


Source: IJNC-CH study, 1975 










^Responses are based on the 25 (10%) clinical cen 




19 (15%) 


CCCEs , 


and 


29 (53%) ACCEs reporting an affiliation terminated by 


the center. 
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Table D.26 

REASONS FOR TERMINATION BY M EDUCATIONAL PROGRAM 
OF AN AFFILIATION WITH A CENTER 



Reason for termination Frequency of response 





CC 


CCCE 


ACCE 


Tota; 




N=250* 


N=127* 


N=53* 




Staff Droblems 










Shortage 


3 


1 


9 


13 


New staff or new program 


2 


0 


0 


2 


Inadequate supervision of students 


1 


2 


11 


14 


Chief not licensed 


1 


0 


0 


1 


Unsatisfactory teaching 


0 


0 


3 


3 


Staff not receptive to students 


0 


0 


4 


4 


Staff offered poor role model 


0 


0 


6 


6 


Staff offered poor patient care 


0 


0 


7 


7 


Poor staff 


0 


0 


4 ^ 


4 


Staff not up-to-date 


0 


0 


1 


1 


Center problems 










Period of assignment changed 


1 


1 


0 


2 


Policy or staff change 


3 


2 


6 


11 


Requirements not met by center 


1 


0 


2 


3 


Administrative problems 


0 


1 


2 


3 


Inadequate learning experiences 


0 


0 


10 


10 


Change in patient load 


0 


0 


1 


1 


Poor program 


0 


0 


14 


14 


Temporary break 


2 


0 


0 


2 


Educational program difficulties 










Scheduling problems 


1 


0 


0 


1 


Educational program discontinued 


0 


1 


0 


1 


Conflicts between center and educational program 










Conflict in objectives 


1 


1 


3 


5 


Conflict over contract 


0 


1 


0 


1 


Conflict over student role 


0 


0 


8 


8 


Student-related problems 










Students wanted different affiliation 


2 


1 


1 


4 


Student complaints about center 


1 


1 


4 


6 


Lack of students 


0 


1. 


0 


1 


Too many students 


0 


0 


1 


1 


Students being abused 


0 


0 


1 


1 


Financial considerations 










Center increased tuition 


1 


0 


■ 0 


1 


Conflict regarding reimbursement 


0 


1 ■ 


2 


3 


Student housing and travel funds not available 


3 


4 


0 


7 


Miscellaneous 










Reason for termination unknown 


3 


0 


0 


3 



Source: UNC-CH study, 1975 

^Responses are based on the 22 (9%) clinical centers, 15 (12%) CCCEs, and 
44 (83%) ACCEs reporting termination of an affiliation by the educational 
program. 
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Table D.28 





EDUCATIONAL PURSUIT OF 


CLINICAL FACULTY 






Educational pursuit 


Clinical 


Faculty Members 








CI 


ACCE 






N=127 


N=140 


N=53 








N (/o) 


N (%) 


Presently pursuing education 




95(68) 


37(70) 


Presently not pursuing education 








Unknown 




2( 1) 


1( 2) 


FORMAL 


SCHOOL WORK 


20(16) 


17(12) 


15 (28) 


Degree currently pursuing 








a) 


B.A. or B.S. 


K 1) 


0 


0 


b) 


M.A. or M.S, 


16(13) 


17(12) 


12(23) 


c) 


Ph.D. , Ed.D. , or D.S. 


2( 2) 


0 


3( 6) 




Missing 


1( 1) 




Highest degree intending to earn 








a) 


B.A. or B.S. 


0 


0 


0 


b) 


M.A. or M.S. 


14(11) 


10 ( 7) 


5( 9) 


c) 


Ph.D., Ed.D., or D.S. 


4( 3) 


7( 5) 


10 (19) 




Missing 


2( 2) 






Current academic maior 








a) 


Physical therapy 




1 


2 


b) 


Psychology 


J. 




1 


c) 


Counseling 


1 
X 


2 


3 


d) 


Education or administration 








e) 


or both 


Q 


5 


7 


Science and education 






1 


f) 


Administration and management 


1 






g) 


Management 




2 




h) 


Curriculum and instruction 






1 


i) 


Sports medicine 


1 

X 






j) 


Child development or child care 


9 






k) 


Learning disabilities 


1 






1) 


Special education 




1 




m) 


Allied health sciences 


1 






n) 


Pre-med 




1 




o) 


Liberal arts 




1 




P) 


Anatomy 




2 




q) 


Physiology 




2 




r) 


Human relations 




1 










table 


continues 


lource: 


UNC-CH study, 1975 









417 

D-45 

O 

ERIC 



Table D.28 continued 
EDUCATIONAL PURSUIT OF CLINICAL FACULTY 



Educational pursuit 



Clinical Facultg Members 
CCCE CI ACCE 

N=127 N=140 N=53 

N <%) N (%) N (%) 



Semester units earned 
0 

I- 10 

II- 20 
21-30 
31-40 
41-50 

51-60 or more 
Quarter units earned 
0 

I- 10 

II- 20 
21-30 

ONGOING CONTINUING EDUCATION COURSES OF 
AT LEAST SIX HOURS IN PLANNED BLOCK 

OTHER TYPES OF EDUCATIONAL PURSUITS 



6 
7 
2 
2 
3 



18 
1 



67(53) 
24(19) 



2 
5 
8 



14 

2 
1 

68(49) 
33(24) 



1 
4 
3 
4 
1 



14 
1 

32(60) 
10(19) 



Source: UNC-CH study, 1975 
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Table D,29 

PERSONS INVOLVED IN CLINICAL EDUCATION BY EXPERIENCE 



Experience Category of respondent 

Number Type Director of CCCE CCCE CI ACCE 

of years physical (as reported (as reported 

therapy by director by CCCE) 

of PT) 







N- 


=250 


N= 


=66 


N= 


=127 


N= 


=140 


N= 


=53 






N 




N 




M 
IN 






(/»} 


M 




0 


part-time 


- 




— 




40 


(32) 


62 


(44) 


27 


(51) 




full-time 


0 




0 




0 




0 




1 


( 2) 


Less 


part-time 


- 




— 




0 




4 


( 3) 


1 


( 2) 


than 1 


full-time 


0 




0 




0 




0 




0 


1 


part-time 


- 




— 




9 


( 7) 


4 


( 3) 


3 


( 6) 




full-time 


0 




0 




1 


( 1) 


4 


( 3) 


0 




2 


part-time 


- 




— 




3 


( 2) 


6 


( 4) 


6 


(11) 




full-time 


7 


( 3) 


3 


( 5) 


7 


( 6) 


12 


( 9) 


2 


( 4) 


3 


part-time 


— 




_ 




2 


( 2) 


2 


( 1) 


3 


( 6) 




full-time 


14 


( 6) 


11 


(17) 


11 


( 9) 


15 


(11) 


4 


( 8) 


4 


part-time 










3 


( 2) 


1 


( 1) 


6 


(11) 




full-time 


21 


( 8) 


6 


( 9) 


11 


( 9) 


17 


(12) 


7 


(13) 


5 


part-time 










1 


( 1) 


1 


( 1) 


2 


( 4) 




full-time 


17 


( 7) 


9 


(14) 


10 


( 8) 


14 


(10) 


5 


( 9) 


6-10 


part-time 










2 


( 2) 


2 


( 1) 


2 


( 4) 




full-time 


67 


(27) 


16 


(24) 


30 


(24) 


38 


(27) 


16 


(30) 


11-15 


part-time 










1 


( 1) 


0 




2 


( 4) 




full-time 


35 


(14) 


11 


(17) 


18 


(14) 


20 


(14) 


11 


(21) 


16-20 


part-time 










1 


( 1) 


0 




1 


( 2) 




full-time 


38 


(15) 


6 


( 9) 


13 


(10) 


11 


( 8) 


5 


(10) 


21 and 


part-time 










1 


( 1) 


0 




0 




over 


full-time 


46 


(19) 


4 


( 6) 


22 


(18) 


9 


( 6) 


2 


( 4) 



Source: UNC-CH study, 1975 
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Table D.30 

PERSONS INVOLVED IN CLINICAL EDUCaTION BY AGE 



Age 



Category of Respondent 



Urder 25 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65 and over 



Director CCCE (as CCCE (as CI ACCE 
of PT reported by reported by 

director CCCE) 

of PT 

N=250 N=66 N=127 N=140 N=53 

N ( %) N ( %) N ( %) N ( %) N ( %) 



8 ( 3) 

64 (26) 

48 (19) 

28 (11) 

35 (14) 

35 (14) 

11 ( 4) 

7 ( 3) 

8 ( 3) 
2 ( 1) 



3 ( 5) 

30 (45) 

13 (20) 

13 (20) 



4 
2 

1 
1 



( 6) 
( 3) 

( 2) 
( 2) 



6 ( 5) 

39 (31) 

20 (16) 

18 (14) 

11 ( 9) 

6 (5) 

16 (13) 

5 ( 4) 



1 
0 



( 1) 
'( 0) 



15 (11) 

58 (41) 

25 (18) 

14 (10) 

11 ( 8) 

7 ( 5) 

8 ( 6) 
1 ( 1) 
0 ( 0) 
0 ( 0) 



0 ( 0) 
9 (17) 

13 (25) 

10 (19) 

5 (10) 

7 (13) 

7 (13) 

1 ( 2) 

0 ( 0) 

1 ( 2) 



Source: UNC-CH study, 1975 



Table D.31 

PERSONS INVOLVED IN CLINICAL EDUCATION BY SEX 



Sex 



Category of Respondent 



NG Director of 

physical 
therapy 

N=130 N=250 

N(%) N(%) 



CCCE (as 
reported by 
director of PT) 
N=66 

N(%) 



CCCE (as CI ACCE 

reported 

by CCCE) 

N=127 N=140 N=53 

N(%) N(%) N(%) 



Female 104(80) 160(64) 

Male 26(20) 85(34) 



56(85) 
10(15) 



94(74) 105(75) 44(83) 
30(24) 35(25) 9(17) 



Source: UNC-CH study, 1975 
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Table D.32 

FACTORS CONTRIBUTING TO A GOOD CLINICAL EDUCATION EXPERIENCE 



Factor 



Level 

of 

student** 



Absolutely 
essential 



Frequency of response (7.)* 



Useful, but 
not essential 



Mean*** 







NG 

% 


CCCE CI 

% % 


ACCE 

% 


NG 

% 


CCCE CI 

% % 


ACCE 

% 


NG 


CCCE 


CI 


ACCE 


Many patients 


B 


2 


6 


3 


11 


52 


47 


42 


45 


2,5 


2.5 


2.3 


2.6 


to treat 


A 


32 


27 


23 


39 


64 


65 


68 


59 


3.3 


3.2 


3.1 


3.4 


Large variety of 


B 


25 


26 


22 


13 


64 


64 


71 


55 


3.1 


3.1 


3.2 


2.8 


patients to treat 


A 


83 


68 


70 


53 


17 


31 


30 


47 


3.8 


3.7 


3. 7 


3.5 


Pleasant 


B 


55 


66 


55 


45 


44 


34 


44 


55 


3.5 


3.7 


3.5 


3.5 


atmosphere 


A 


47 


61 


55 


34 


53 


38 


45 


64 


3.5 


3.6 


3.6 


3.3 


Interesting 


B 


33 


38 


31 


14 


65 


61 


69 


79 


3.3 


3.4 


3.3 


3.1 


patients 


A 


46 


49 


46 


44 


54 


50 


53 


54 


3.5 


3.5 


3.5 


3.4 


Talented staff 


B 


79 


61 


59 


49 


21 


38 


41 


49 


3.8 


3.6 


3.6 


3.5 


to learn from 


A 


80 


71 


66 


68 


20 


28 


34 


32 


3.8 


3.7 


3.7 


3.7 


Opportunity to 


B 


85 


86 


81 


76 


13 


12 


19 


25 


3.8 


3.8 


3.8 


3.8 


practice 


A 


96 


98 


99 


92 


4 


2 


1 


8 


4.0 


4.0 


4.0 


3.9 


Explore own 


B 


35 


33 


35 


19 


44 


50 


50 


51 


3.1 


3.1 


3.2 


2.8 


objectives 


A 


74 


65 


70 


69 


26 


33 


29 


27 


3.7 


3.6 


3.7 


3.7 


Atmosphere recep- 


B 


93 


95 


96 


96 


7 


4 


4 


4 


3.9 


3.9 


4.0 


4.0 


tive to students 


A 


79 


91 


92 


94 


21 


9 


8 


6 


3.8 


3.9 


3.9 


3.9 


Staff interested 


B 


94 


95 


91 


100 


6 


4 


8 


0 


3.9 


3.9 


3.9 


4.0 


in teaching 


A 


82 


89 


93 


94 


18 


10 


7 


6 


3.8 


3.9 


3.9 


4.0 


Performance feed- 


B 


86 


97 


93 


96 


12 


3 


7 


4 


3.8 


4.0 


3.9 


4.0 


DacK rrom start 


A 

A 


91 


97 




98 


Q 
O 


3 


4 


2 


3.9 


4.0 


4.0 


4.0 


Presence of 


B 


5 


3 


3 


4 


57 


69 


69 


77 


2.6 


2.7 


2.7 


2,. 8 


other students 


A 


4 


3 


6 


8 


57 


68 


71 


80 


2.6 


2.7 


2.8 


2.9 


Enough space to 


B 


22 








71 








3.1 








work in 


A 


27 








58 








3.2 








Well-run 


B 


43 


74 


73 


40 


54 


24 


27 


53 


3.4 


3.7 


3.7 


3.3 


department 


A 


38 


74 


70 


47 


61 


26 


29 


51 


3.4 


3.7 


3.7 


3.5 


Participation 


B 


3 


2 


1 


0 


44 


50 


51 


34 


2.4 


2.4 


2.5 


2.2 


in research 


A 


19 


11 


18 


26 


66 


80 


74 


61 


3.0 


3.0 


3.1 


3.1 



Source: UNC-CH study, 1975 ,3ble continues 

* Frequency indicated is % of respondents replying to each item 
** B=for beginning student; A=for advanced student 

4 point scale; l=not useful at all, 4=absolutely essential 
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Table D.32 Continued 
FACTORS CONTRIBUTING TO A GOOD CLINICAL EDUCATION EXPERIENCE 



Level Frequency of response (%)* 

Factor of Absolutely Useful, but Mean*** 

Student** essential not essential 

NG CCCE CI ACCE NG CCCE CI ACCE NG CCCE CI 5CCE 

»»»» »»»» 

/o fo IQ IQ « « IQ IQ 



Participation in 
department man- 
agement 


B 
A 


4 
33 


6 
31 


5 
30 


0 
39 


34 
58 


39 
63 


41 
63 


27 
48 


2.2 
3.2 


2.4 
3.2 


2.4 
3.2 


2.1 
3.2 


Participation in 
variety of educa- 
tional experience 


B 

A 

A 


50 

"7 O 

73 


49 

c o 
DO 


58 


29 

DZ 


44 

O "7 
11 


45 
30 


39 
zo 


55 
37 


3.4 

J . / 


3.4 

.J - 1 


3.5 

Q 7 


3.1 

J .o 


Assignment long 
enough to accom- 
plish objectives 


B 
A 


71 
78 


69 

77 


69 
85 


70 
87 


11 

22 


31 
23 


30 
15 


28 
12 


3.7 
3.8 


3.7 
3.8 


3.7 
3.8 


3.7 
3.8 


Well-prepared 
students 


B 
A 




61 
85 


54 
80 


64 
90 




40 
15 


45 
20 


36 
10 




3.6 
3.8 


3.5 
3.8 


3.6 
3.9 


Students with 
purpose 


B 
A 




78 
94 


77 
91 


89 
98 




22 
6 


23 
9 


12 
2 




3.8 
3.9 


3.8 
3.9 


3.9 
4.0 


Sufficient back- 
ground infor- 
mation about 
students 


B 
A 




33 

42 


34 
32 


60 
63 




53 
49 


55 
59 


28 
33 




3.2 
3.3 


3.2 
3.2 


3.5 
3.5 



Source: UNC-CH study, 1975 

* Frequency indicated is % of respondents replying to each item 
** B = for beginning student 

A = for advanced student 
*** 4 point scale 

1 = not useful at all 

4 = absolutely essential 
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Table D.33 

MODIFICATIONS OF CLINICAL EDUCATION REQUIREMENTS ALLOWED 
BY THE ACADEMIC COORDINATOR OF CLINICAL EDUCATION 
FOR THE STUDENT WITH PRE-PHYSICAL THERAPY EXPERIENCE 



Modification of Frequency of Response (%)* 

clinical education Allow Do not allow 

experience modification modification 





% 


% 


Bypass requirements 


4 


96 


Reduce requirements 


9 


91 


Redesign requirements 


15 


85 


Other allowances 


17 


83 


No modification allowea 


28 


72 



Source: UNC-CH study, 1975 

* Frequency Indicated is % of ACCEs responding to each item 



Table D.34 



STUDENT 


INPUT INTO SITE 


SELECTION 


Student input 


Frequency of response (%)* 




Input 
allowed 
% 


Input 
not allowed 
% 


Student site requests 


85 


15 


Student site choice 


43 


57 


Student site arrangement 


17 


83 


Other student influence 


13 


87 


Any input at all 


68 • 


32 



Source: UNC-CH study, 1975 

* Frequency Indicated is % of ACCEs responding to each item 



ERIC 



D-51 

45a 



Table D.35 



METHOD CLINICAL INSTRUCTOR UTILIZES TO DETERMINE 
STUDENT ACTIVITIES DURING ASSIGNMENT 

i 



Method of Frequency of response (%)* 

determination Not 

Always Usually Sometimes Seldom Never Applicable 
% % % % % % 



Use plan developed 
by CCCE 



19 



24 



14 



6 19 



15 



Use plan developed 
by ACCE 



11 



15 



10 37 



16 



Talk with student about 
his/her desires and 
objectives 



52 



37 



Try to fill in gaps in 
student's past experience 

Watch student perform, 
then assign tasks 

Try to fit student in 
with own activities 



33 46 14 

25 29 27 

11 31 28 



13 1 

11 6 0 

12 14 1 



Source: UNC-CH study, 1975 

*Frequency indicated is % of CIs responding to each item 
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Table D.36 

LIMITING FACTORS IN DESIGNING CLINICAL EDUCATION IN A CENTER 



Respondents Mean 
Indicating response** 





item as a 
factor (%)* 








CCCE 
N=127 

% 


CI 
N=140 
% 


CCCE 


CI 


Physicians won't refer patients 


8 


14 


.1 


.1 


Physicians won't allow physicial therapists 
to perform certain activities 


H 


19 


.1 


.2 


Educational program won't allow students 
to perform cp.rtain activities 


0 


4 


0 


0 


Students not prepared 


37 


36 


.4 


.4 


Length of affiliation too short 


52 


50 


.6 


.5 


Lack of time in day 


40 


55 


.4 


.5 


Inadequate interdepartmental relationships 


5 


7 


.1 


.1 


Inadequate space 


13 


18 


.1 


.2 


Activity is not policy of center 


8 


18 


.1 


.2 



Source; UNC-CH study, 1975 

* Percent indicated is percent of respondents 

replying to each iteiii. 
** 2 point scale 

0 = is not a factor 

1 » is a factor 
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APPENDIX D 
Section E 

National Center for Health Statistics 



Table E.l 

UTILIZATION OF HOSPITALS IN STATE A 
FOk CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of 


hospital 


Hospitals used for 


Hospitals 


not used for 


Total 


(number 


of beds) 


clinical education 


clinical education 










With PT 


Without PT 










service 


service 








N 


N 


N 


N 


6-24 




0 


0 


13 


13 


25-49 




0 


17 


14 


31 


50-99 




2 


10 


6 


18 


100-199 




5 




2 


14 


200-299 




5 




0 


9 


300-399 




6 




0 


7 


400-499 




3 




0 


4 


500-999 








0 


4 


1000 or 


more 


0 




_0 


J, 


Total 




24 


42 


35 


101 


Source: 


1973 NCUS 


survey of hospitals, 


and 1974 "soft data" 
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Table E.2 

UTILIZATION OF OTHER HEALTH FACILITIES IN STATE A 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Type of facility 



Other health facili- 
ties used for clini- 
cal education 
N 



Other health facili- Total 
ties not used for 
clinical education 
N N 



Nursing and convalescent homes 
and extended-care facilities 

Orphanages 

Home for unwed mothers 

Resident facility for 
blind 

Resident facility for 
deaf 

Resident facility for 
emotionally disturbed 

Resident facility for 
mentally retarded 

Resident facility for 
other neurologically 
handicapped 

Resident facility for 
physically handicapped 

Resident facility for 
alcoholics 

Resident facility for 
drug abusers 

Juvenile detention 

Other 

Total 



1 
0 
0 



0 
0 

0^ 
2 



206 
5 
1 



38 



34 



1 
0 

4 

301 



207 
5 
1 



38 



35 



1 
C 
4 

303 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Table E,3 

imiJZATION OF NURSING HOMES IN STATE A 
FOR CLINICAL EDUCATION^ OF PHYSICAL THERAPY STUDENTS 



Size of facility Facilities used for FacilltJ.es not used for TotrJ 

(number of beds) clinical education clinical education 





N 


N 


N 


Less than 25 


0 


39 


J9 


25-49 


0 


32 


32 


50-74 


0 


45 


45 


75-99 


0 


24 


24 


100-199 


1 


58 


59 


200-299 


0 


6 


6 


300-499 


0 


2 


2 


500 or more 


0 


0 


0 


Total 


1 


206 


207 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Table E.4 

UTILIZATION OF FACILITIES 'FOR THE MENTALLY RETAEDED IN STATE A 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of facility 
(number of beds) 




Facilities used 
for clinical 
education 
N 


Facilities not 
used for clini 
cal education 
N 


Total 

IN 


Less than 25 




0 


23 








0 


7 


7 


50-74 




0 


2 


9 


75-99 




0 


0 


0 


100-199 




0 


0 


0 






0 


0 


0 


300-499 




0 




1 


500 or more 












1 




2 


Total 




1 


33 


34 


Source: 1973 NCHS 
1974 "soft 


survey 
data" 


of nursing homes and 


"other" health 


facilities and 
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Table E.5 

UTILIZATION OF HOSPITALS IN STATE B 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Hospitals used for Hospitals not used for Total 
clinical education clinical education 

With PT Without PT 
service service 

N N N N_ 



6-24 


0 


1 


1 


2 


25-49 


0 


5 


9 


14 


50-99 


0 


27 


10 


37 


100-199 


0 


26 


8 


34 


200-299 


0 


11 


1 


12 


300-399 


6 


5 


0 


11 


400-499 


3 


6 


0 


9 


500- 999 


8 


3 


2 


13 


1000 or more 


1 


_1 


_2 


4 


Total 


18 


85 


33 


136 



Source; 1973 NCHS survey of hospitals and 1974 "soft data" 



Size of hospital 
(number of beds) 
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Table E,6 

UTILIZATION OF OTHER HEALTH FACILITIES IN STATE B 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Type of facility 



Other health facili- 
ties used for clini- 
cal education 
N 



Nursing and convalescent homes 

and extended-care facilities 1 

Orphanages Q 

Home for unwed mothers 0 

Resident facilities for 

blind 0 

Resident facilities for 

deaf 0 

Resident facilities for 

emotionally disturbed 0 

Resident facilities for 

mentally retarded Q 

Resident facilities for 

other neurologically 

handicapped 0 

Resident facilities for 

physically handicapped 0 

Resident facilities for 

alcoholics 0 

Resident facilities for 

drug abusers 0 

Junvenile detention 0 

Other ^ 

Total 1 



Other health facili- Total 
ties not used for 
clinical education 

N N 



465 
27 
5 



22 
11 



0 

24 
570 



466 
27 
5 



22 



11 



11 

0 
0 
24 

571 



Source: 1973 NCHS survey of nursing homes and "other'* health facilities and 
1974 "soft data" 
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Table E.7 

UTILIZATION OF NURSING HOMES IN STATE B 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of facility Facilities used for Facilities not used for Total 

(number of beds) clinical education clinical education 





N 


N 


N 


Less than 25 


0 


87 


87 


25-49 


0 


171 


171 


50-74 


0 


72 


72 


75-99 


. 0 


42 


42 


100-199 


1 


76 


77 


200-299 


0 


11 


11 


300-499 


0 


5 


5 


500 or more 


_0 


1 


1 


Total 


1 


465 


466 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Table E.8 
UTILIZATION OF HOSPITALS IN STATE C 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of hospital 


Hospitals used for 


Hospitals 


not used for 


Total 


tnumber of beds) 


clinical education 


clinical 


education 








With PT 


Without PT 








service 


service 






N 


N 


N 


N 


6-24 


0 


1 


7 


8 


25-49 


2 


3 


11 


16 


50-99 


2 


24 


19 


45 


100-199 


12 


35 


8 


55 


200-299 


15 


22 


1 


38 


300-399 


15 


7 


0 


22 


400-499 


4 


3 


• 

2 


9 


500-999 


5 


8 


3 


16 


1000 or more 


_J, 


4 


-1 


6 


Total 


56 


107 


52 


215 



Source: 19 73 NCHS survey of hospitals and 1974 "soft data' 
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Table E.9 

UTILIZATION OF OTHER HEALTH FACILITIES IN STATE C 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Type of facility Other health facili-- Other health facili- Total 

ities used for clini- ties not used for 

cal education clinical education 

N N N 



Nursing and convalescent homes 

and extended-care facilities 0 888 888 

Resident facilities for 

blind 0 5 5 

Resident facilities for 

deaf 0 4 4 

Resident facilities for 

emotionally disturbed 0 65 65 

Resident facilities for 

mentally retarded 1 16 17 

Resident facilities for 

physically handicapped 1 1 2 

Total 2 979 981 



Source: 1973 NCHS survey of nursing homes and "other" health facilties and 
1974 "soft data" 
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Table E.IO 
UTILIZATION OF HOSPITALS IN STATE D 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of hospitals 


Hospitals used for 


Hospitals 


not used for 


Total 


(number of beds) 


clinical education 


clinical education 








With PT 


Without PT 








service 


service 






N 


N 


N 


N 


6-24 


0 


0 


10 


10 


25-49 


1 


2 


17 


20 


50-99 


4 


19 


24 


47 


100-199 


9 


27 


12 


48 


200-299 


5 


/, 

H 


3 


12 


300-399 


4 


8 


0 


12 


400-499 


4 


2 


0 


6 


500-999 


7 


1 


0 


8 


1000 or more 


_3 


_J, 


_0 


4 


Total 


37 


65 


66 


167 


Source: 1973 NCHS 


survey of hospitals and 


1974 "soft 


data" 
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Table E.ll 

UTILIZATION OF OTHER HEALTH FACILITIES IN STATE D 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Type of facility 



Other health facili- 
ities used for clini- 
cal education 
N 



Other health facili- Total 
ties not used for 
clinical education 

N N 



Nursing and convalescent homes 

and extended-care facilities 5 

Orphanages 0 

Home for unwed mothers 0 

Resident facilities 

for blind 0 
Resident facilities 

for deaf 0 
Resident facilities 

for emotionally disturbed 0 

R=: at facilities for 

meriL. xly retarded 3 

Resident facilities for 

other neurologically 

handicapped 0 

Resident facilities for 

physically handicapped 0 

Resident facilities for 

alcoholics 0 

Resident facilities for 

drug abusers 0 

Juvenile detention 0 

Other 0 

Total 8 



825 
33 
2 



16 



14 



25 

0 
0 

3 

925 



830 
33 
2 



16 



17 



25 

0 
0 

3 

933 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Table E.12 
UTILIZATION OF NURSING HOMES IN STATE D 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of facility 
(number of beds) 


Facilities used 
for clinical 
edur.ation 
N 


Facilities not 
used for clini- 
cal education 
N 


Total 
N 


Less than 25 


0 


567 


567 


25-49 


0 


118 


118 


50-74 


0 


71 


71 


75-99 


1 


24 


25 


100-199 


4 


37 


41 


200-299 


0 


6 


6 


300-499 


0 


2 


2 


500 or more 


0 


0 


0 


Total 


5 


825 


830 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Table E.13 

UTILIZATION OF FACILITIES FOR THE MENTALLY RETARDED IN STATE D 
FOR CLINICAL EDUCATION OF PiiYSICAL THERAPY STUDENTS 



Size of facility Facilities used for Facilities not used for Total 

(number of beds) clinical education clinical education 





N 


N 


N 


Less than 25 


0 


10 


It 




n 
U 


1 

X 




50-74 


0 


1 


1 


75-99 


0 


1 


1 


100-199 


G 


0 


0 


200-299 


0 


0 


0 


300-499 


0 


0 


0 


300 or more 


3 


1 


4 


To till 


3 


14 


17 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Tab: - E.14 
UTILIZATIOII OF HOSPITALS 1.; STATE E 
FOR CLINICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



Size of hospital 
(number of beds) 



Hospitals used for 
clinical education 



Hospitals not used for 
clinical education 



Total 



With PT 
service 



Without PT 
service 





N 


V 
i\ 


VT 




6-24 


0 


0 


n 


u 


25-49 


0 




u 


1 


50-99 


0 




2 


3 


100-199 


0 




1 


5 


200-299 


3 




0 


4 


300-399 


1 




0 


2 


400-499 


0 




0 


1 

X 


500-999 


1 


2 


0 


3 


1000 or more 


0 


_1. 


1, 


_2 


Total 


5 


1.2 


4 


21 



Source: 1973 NCHS survey of hospitals and 1974 "soft data" 
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Table £.15 

UTILIZATION OF OTHER HEALTH FACILITIES IN STATE E 
FOR CLINICAL EDUCATION OF VRYolCAL THERAPY STUDENTS 



Type of facility 



Other health facili- 
ities used for clini- 
cal education 

N 



Other health facili- Total 
ties not used for 
clinical education 

N N 



Nursing and convalescent homes 

and extended-care facilities 0 

Orphanages 0 

Home for unwed mothers 0 

Resident facilities for 

blind 0 

Resident facilities for 

deaf 0 

Resident facilities for 

emotionally disturbed 0 

Resident facilities for 

mentally retarded 0 

Resident facilities for other 
neurologically handicapped 0 

Resident facilities for 

physically handicapped 0 

Resident facilities for 

alcoholics 0 

Resident facilities for 

drug abusers 0 

Juvenile detention 0 

Other 0 

Total 0 



155 
0 
0 



0 
0 

0 

167 



155 
0 
0 



4 
7 



C 

0 

0 

167 



Source: 1973 NCHS survey of nursing homes and ''other" health facilities and 
1974 "soft date.'* 
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Table E.16 
UTILIZATION OF H0SPITAJ.5 IN STATE F 
FOR CLINICAL EDUCATION OF FKYSXCAL THERAPY STUDENTS 



Size of hospital Hospitals used for Hospitals not used for Total 
(number of beds) clinical education clinical education 

With FT Without FT 
service service 





N 


M 
ii 


M 
IN 


IN 


6-24 


0 




AO 




25-49 


0 




1 >;q 




50-99 


2 


65 


53 


120 


100-199 


8 


71 


12 


91 


200-299 


7 


16 


0 


23 




7 


9 


0 


16 


•499 


6 


5 


0 


11 


500-999 


6 


4 


2 


12 


1000 or iiiore 


_6 


0 


0 


6 


TotCrl 


42 


195 


286 


523 



Scurc-: 1973 NCHS survey of hospitals and 1974 "soft data" 
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Table E.17 
riLIZATiON OF NURSING HOMES IN STATE F 
FO NICAL EDUCATION OF PHYSICAL THERAPY STUDENTS 



size of faci;. ""■ 
(number of b 


Facilities used 
for clinical 
education 
N 


Facilities not 
used for clini- 
cal education 
N 


Total 
N 


Less than 25 


0 


47 


47 


25-49 


0 


195 


195 


50-74 


0 


248 


248 


75-99 


0 


123 


123 


100-199 


U 




2 SO 


200-299 


0 


28 


28 


300-499 


1 


3 


4 


500 or more 


0 


1 


1 


Total 


"T" 


895 


896 



Source: 1973 NCHS survey of nursing homes and "other" health facilities and 
1974 "soft data" 
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Appendix E 



EVALUATION EXA14PLES 
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INTRODUCTORY NOTE 



The following pages contain selected examples of items from evaluation in- 
struments utilized in physical therapy education. They were excerpted 
from the hundreds of devices submitted in the "soft data" by educational 
administrators and staff in the clinical centers. Project staff thought 
that providing examples of items currently in use would be more valuable to 
the reader thart developing textbook-type examples. In a few cases where 
examples were not available in the "soft data" modified textbook examples 
have been used. (Some selections are used with the permission of the pub- 
lisher or author, while selections from the "soft data" have been handled 
anonymously.) 

The items selected appeared in evaluation instruments which contained both 
good and poor features, or features upon which improvements seemed possible. 
The manner in which they are used in this section of the Appendix isolates 
them and takes them out of context; in the context in which they originally 
appeared they may have served the purposes for which their designers intended 
them. 

These selections correspond as closely as possible to the text of Chapter 6. 
Page numbers cited indicate the location in the text where the specific 
evaluation procedure is discussed. Each item is accompanied by a brief 
analysis of its content v structure, or purpose. 

Evaluation examples have been chosen to illustrate the topics listed below. 
In some cases one item depicts more than one topic. 

—high inference items —narrative reports 

— representativeness of coverage — critical incidents 

—observability —checklist scales (cumulative points 

— criteria for items and dimensions — narrative scales 

of perfortij.nco —graphic scales 

—statements ot competency —forced-choice scales 
— quality of rating scales 
— instructic- * to rater 
— statements of purpose 
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EXHIBIT I 



HIGH INFERENCE ITEM 



CLmCAL FACILITY TAcUyujig PeAiod I II 

P£ea4e coimznt on tkz ^oZZoioing: 

2. OpeAotional Vn^odzduAu {6chzdujUng, ^a^dty mz(UuAu, etc. ) : 



This device illustrates items vhich require a high degree of inference from 
the rater, since instructions are negligible. Responses vary significantly 
and the Academic Coordinator of Clinical Education may have difficulty in 
summarizing the comments in order to give adequate feedback to the clinical 
center or to make adequate judgments on the clinical center, (See pa^es 
6-10 and 6-160 

EXHIBIT II 

HIGH INFERENCE ITEMS REPRESENTATIVENESS OF COVERAGE: 

i 

CRITERIA FOR ITEMS 



6. IwtQAUt 

7. RoZlahitity 



These items are not behaviorally stated. The device contains a total of only 
eight traits, and lacks any definition of terms or instructions for use by 
the rater. Problems for the rater arise in utilizing the non-specific terms, 
which will produce global and nebulous jTidgments, and in determining the 
applicability of the traits to specific areas of performance. The rater is 
unable to complete the device without a high degree of inference. 
(See pages 6-10 and 6-16.) 
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EXHIBIT III 



OBSERVABILITY: CRITERIA FOR ITEMS 



6ko(jo iundamnyitaZ knot^^dge. and imdoji- 
6tanding oi tlxz ha^lc pnAjntlploA hi 
tko. ^oZlotAXing oAdo^'* 

A. Anatomy 

B. Phif lologij 

C. HzfJioanoutomy and mu/iopky^ZoZogy 
V. Pcuthology 

E. KiYi(L6A^ohogy 



Two Weefe6 ¥ou/i 


Wee 






3 


2 




N/0 


4 


3 


2 


1 





























































































































Knowledge and understanding in the areas mentioned above are better and more 
adequately evaluated by paper and pencil tests or by other F.eans. It is doubt- 
ful that attainment of knowledge and understanding of the b.-vi^ic principles of 
broad subject areas like these is observable. Aside from the larger considera- 
tion of feasibility, a device such as this one does not provide sufficient 
detail for the rater to make adequate judgments. (See pages 6-11, 6-15 and 
6-16.) 



******** 



EXHIBIT IV 

NUMERICAL RATING SCALE: CRITERIA FOR ITEMS 



CompoJie. tku htud^nt with oZt otkoA a^6>utant ^tudtnt^ witkin Id^Yi- 
ticaZ l^yjoJU oi e.xpe.cttd compeXe^ncy, which you have. 6upzn.vh>e.d, and 
CAJicZz the. appnx)phiate. yimboA. [l-low) 5=kigk) 

VoJiiomancie. 1 2 3 4 5 

hvtZaXlva 1 2 3 4 5 

RdUabiUty 1 2 3 4 5 



This device requires the rater to compare one student to others for which 
norms are not available. Effective evaluation is obtained when each person 
is rated on his/her own personal achievement by predetermined desirable 
competencies or skills. The rating scale of 1 to 5 is inadequately defined, 
as are the items on the device. (See pages 6-15, 6-16 and 6-21.) 



476 

E-4 



EXHIBIT V 



DIMENSIONS OF PERFORMANCE: CRITERIA FOR ITEMS 



STUVENT E\/ALUAT10N fOBi 

Key: U Student doQJ^ not mzzt ba^lc KzqvuAmznt6--KzquAJi(i6 continaotu 
hzlp and cannot be Iz^t atom iA)hzn poAionmlna ta^ki, at SzYiloK 

2. IndlcatQA poAf^onmayiCLz /izquoUng constant ^vupoAvl^lon icltk 
modojiatz hzlp In pc^A doming task at Sznio/i Zzvzl. 

3. IndLcatz6 pzA^o^ancz mth modoAxitz 6upzAvt6ton KzqixJjung minimal 
kzlp tn poAionming task at SznloK IzvzZ. 

4. Indicate pzA^o/mancz iMith minanal 6upzAvt6ton and no hzlp 
^zqnoizd In pz^onxding ta^k at SznLon. Izvzl. 

5. Indicate pzA^o/mancz ioitk no 4>upQAvt6ton-'tndzpzndznt votth 
tMks at SznloK IzveJi. 

I- VEUELOPEV THE ABILITY TO SELECT ANV PERfOm EVALUATION ANV 
I ASSESSMENT PROCEVURES. 

l_ , 

This example of a student evaluation form provides well-defined behavioral 
characteristics, so long as "Senior level" is unders ood, or has been des- 
cribed in previous material. The rating categories, as they are defined, 
were utilized on all items (only one is shown) involved in performance 
evaluation on the device which followed. (See pages 6-15 and 6-16.) 
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EXHIBIT VI 

CRITERIA FOR ITEMS: DIMENSIONS OF PERFORMANCE 



PERSOWAL CHARACTERISTICS 

dliil(ivJUt to meoAuAe ofajecXivety. We do ^zoZ, hoivzvQA,thcit thci^z choAxic 
toJLUtic^ oAz AjnponXayvt In thz total ^vaZaation thz ^tadznt. TheAz- 
{^on.z, uoz (Viz asking ^ok a 6abjzcX^vc opinion by having the. Aate/i chtdz 
in tka appKopnlcutz coZmn, 



NBEVS FURTHER 

STROWG SATIS FACTORi^ VE\/ELO PMEWT 



tm 


FIWAL 




FIWAL 


mv 


FIWAL 




i 

1 










VzpzndabiZity 


1 












Emotional Stability 














AdaptabiZity 














VatizndZ and 
ToloAancz 














PanctuaZity 














QZzanlinUJ^ S HzoX- 
noJi^ in AppQ^oAxincz 














Poi^Q. 

















Personal characteristics are difficult to rate becuase they are difficult 
to describe in behavioral terms. The device shown here is an effort to 
give the rater tne opportunity to comment on a student's personality in 
areas considered by the dev'^"'oner as unsuited to a more specific perfor-- 
mance evaluation. The ir ..fri >ns clearly indicate that the judgments 
requested are considered s. .ve. (Some of the items included could be 

reworded to be more objective and to fit into a more acceptable format for 
performance evaluation. Traits, such as "emotional stability, '* can be 
expressed in behavior terms,) (See pages 6-15 and 6-16.) 
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EXHIBIT VII 

CLARITY AND SPECIFICITY OF ITEMS 



Com- Incom" 

I 5^ pHA^ohAXlu iofi nJo^kload, oAganczu ^oZi to accom- 

ShoAu KQyi>poYi6lbUJJ:ij ^oK coAz 0^ pky^lcaZ znvln.on- 

^oti{^l^^i app/iop^atz pzUon6 oi ^jupply mzd6, zqnipmznt 

Tafee^ dz^imd H,upon6lbiZAjtiz6 ioitktyi atinic. 

^z^poncU appKopnlatoZy da/Ung znniAgzncy ^^lucution. 

B. in. comumcATWN skills 

A. O^aZ Communiccution 



J. CommuniccutdS mXh patlznt pKo{^2Ai6ionaJiZy bat on 
patizyit.*6 IzvqZ o^ und^Mtandtno. 




2. ExplciLn6 tkz puApo^z o^ thz tAzatmznt to patient 
and chzclu f^oK mdzutanding. 




3. Gtvu no mmcu^oAy oK miMlnlomaJxon to thz 
patiznt. 




1 

4. U coAZ^uZ with donlidzK'-AJJil in^onmjution in 
communica^nq laith patizyit oH. ^taf^i. 





5- Cormtmicatz^ mth 6tall zHzoXivzly. [At appKopnlatz 
ti:m, ZKpKZ^6z^ 6zti clzanZy, and accuAatzIy . ) 





6* l^i6tAiLcit6 and dzmon6t/uitcA to othz/i tzam mmbzu 
cohzn appKopHlatz and chzck^ ^o/i ioZZoi^'thAoagh. 



These examples offer clearly and specifically written items from two devices 
for evaluating a itudent. In Example A, however, specific characteristics 
are not grouped; therefore, in summarizing the student appraisal, no pro- 
file of the student's performance is possible unless the material is com- 
puterized. In Example B, six items pertaining to areas of performance in 
oral coira^)L:ni.vation are grouped so that it is possible to determine individual 
performance in that area of communication skills. (See pages 6-11, 6-15 and 
6t16. ) 
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EXHIBIT VIII 



STATEMENTS OF COMPETENCY 



CRITERIA FOR EVALUATION Of VHVSJCAL THERAVV STIWENTS 

StandaAcUi poJif^omandd ion, uKch 6tud^ IzvoZ voAy In acco/idancz ukXh 
tkz 6ta;tzd objzcX^vQj>, ioK that u^ven IzvoZ, zach ?hy6lcaZ Thojicvpy 
CuMJilciuZm. In QZnoJial, homvo^Xy ^tandanxU poAiomancz {^ofi zack 
tzv2Z oAz (U {^oltom* 

FJKST YEAR STUDENTS {paJit timz dUAJiicuUon] cuiz expected to: [adaptzd 

to 4>chooV6 canALcatm] 

7. VmoYU>tAjatz knowlzdgz in thz a6z and ca/iz oi zqtiLpmznt. 

2. U6Z good body mzchayiic6 In Kzlcution to both thz patiznt and 
him6zl^. 

3. Ob6zn,vz thz patiznt pHjioK to, duJUng^and {.clioLmig Vizatmzyvt 
and makz judgmznt6 accohxlingty. 

4. U6Z commuyiication 6kAJUU app^opKlaZzly h. 'oattznt-thz^pl^t 
/izljati.on^hcp. 

SECOND YEAR STUDENTS [poAt timz) , In addition to ■ . ubovz, oAz expect to: 

U ConA2Zatz knovolzdgz o^ ba^ic pnlndpli^c, lAUtk ctiriiaaZ 
appticatton o{^ Vhy^icat Thznapy pKotmaJit't . 

2. U6Z zvaZujdtion p^oczdu/iz6 e^JiJectcucXt/. 

3. Ob6zn.vz and tmdznMtand thz physical >.nd motional 4itattx6 o^ 
thz patizwt. 

4. 06 e commtmtcation 6kltl6 etJiJectcucty tn dzating mXh patiznt, 
lomiJiy, and dzpaMmzntaZ peAhonnzZ. 

5. Be awa/iz o{^ thz impontancz o{^ oh.gayiizati.onat, adminl6tAativz, and 

6iipznA)iji0Ky pHjOCttcQA . 

FULL TIME STUVEI^S {{^inaZ aiiltiaJJ.on] , in, addition to abovz, oAz 
expected to: 

U Functtcn a6 a phD ^QJi^ionat mmboji o{^ thz 6 tail 

?.. LzoAn tliz mzchayiic^ o{^ adrrU.nAJitAati.vz pAoczduAQj> in thi^ 

dzpoAtmznt, 06 wzll 06 an appAzalation oi thz nzzd -icK 6uck 

pAoczduAZ6 and thz pAobloM involvzd. 

3. Dztnon6tAatz a knooolzdgz o{^ compAzhzn6ivz hzaZth coAz, and to bz 
zfif^zctivz in intzApKolo^^ionat Azlatioit^hip4i. 

4. ShoiA) a concznn ioK pKX) {^o^^ionat gnnMh. 

It ^6 zxpzctzd that at aU IzvzU thz 6tadQ.nt^ wiM cz knoi^zdgablz, but 
not uzt pAoiiclznt, in thz ^iuJUU:. and attUadz6 zxpzctzd o{^ thm. 



This is a sample list of statements of competencies expected of students at 
different levels. While the statements are written in somewhat broad terras 
to describe student achievement at a specific time, they can be helpful to 
the rater when accompanied by other materials. Similar descriptions of 
competencies are desirable for specific types of assignments and periods of 
assignments. (See page 6-15.) £-8 



EXHIBIT IX 



STATEMENTS OF COMPETENCY 



AREA; mTRUCTJOU 

TkU a/iza conceAyu ^zli wWl thz ahltoUz6 KzqvuAzd to ^imcXlon e^J- 
^zcXivzly 06 a tzcudhoA, In thz pKo^u^Zonal taboAjCutoKy , cZlnlc, and 
zducatloyiaZ znv^ULorurmyit thz 6tiuiznt. It l6 conc2/inzd uiLtk thz 
ziizcXivz LutiZlzation thz tzchnLquz6, ^kUJU, and cuttUudo^ that 
Zzad to thz dzvztopmznt a pKoduuatlsjz ZzoAning dUjmtz. It matd 
^ncZudz thz abiJLity to 

1. Uaximlzz thz tzaAnlng cJianatz atitiztng objzctLvz& , pn.ocz66, 
zvaZtuvtion, and izzdback. 

2. Utitizz thz mo6t z^^zcXivz tyutAucXioytxiZ matznAjoJU and tzdk- 
nlqau to achizvz thz ZzoAning obje.cXivz6. 

3. Opznxvtz thz zquLpmznt nzzdzd to pKodacz and pKZ6Q,nt tho6z 
in6t/iucXionot matznAMZ6. 

4. P/izpaAz opp^p/Uatzly /iztLoblz and voted In^tmrnznt^ oi 
zvotuatLon u)hich Kz^tzct thz ^pzat^zd objzc^vz& . 

5. Vzvzlop and maintOyin zf^izcjtivz and piodaoXlvz KzZation6hLp6 
uuMi 6tujdznt6. 

6. CAZotz Zza/ining zxpzAizn(iz6 that impKovz ^luJUU and tn^Zuznaz 
ottltiidz6, 06 u)qIZ a& tncAza^z knoulZzdgz. 



Reprinted by permission of the author (051). 

These are well-expressed statements of competency suggested for a device 
for evaluation of clinical faculty. The statements can be arranged with 
a rating scale for the assistance of the rater. 
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EXHIBIT X 

INSTRUCTIONS TO THE RATER (INCLUDING PURPOSE) 

JOB PERFORMANCE EVALUATION 

Job peAionmancz^ng6a/u tool& oi mamgmejxt, ioji thz bzm^U oi both 
mployzz ay,d mploy^A. Ro^ng ^y^tmi can be u^zd by ^^^^^P^.^^^.^^^ ^ 
iiZA-zvatiuvUon bcu.li, a.nd,tkz zmployoA am mk^ u^z oj^ to JJ^f-ty 
meM 6aZAM.y changes and p.'wdijuit qumtaatcvz and ^"f^^^^^^^^^^^i;^ ' ^ 
Evaluations Mi bz accomptuhzd on the. onyuveMOAy dtUz oj zach mployzz. 
New employees mM bz nixtzd at thz conclusion oi ^e. ivut thAzz months 
zmployzd In accordance \Mi zxA^ting peMonneZ poltCA^U. On 4pecu.at 
occa6lon4, a pe/tijo/imance euoeuotcan be accompUiii^d to mzzt tnz 
nzzdi 0^ thz oAgoju-zaZion. 

Thz mUng sy&tm boZoio mM bz comploXzd by youA. AMnzdlatz swpoMlson. 
and KzvM by thz Exzcativz VVizcJioK Space -^/'^^u^ded 
cZusion oi thz zvaluatlon ioK iupplmzntoJiy comznts. "^/^^ app^ 
cab£e oyiZy to sapeAv^o^y peA^onnzZ bzing Mt2d. Urn 10 ^ "fu^'^o, 
oyULu to thz zxtznt thaZ mAJXzn cormmiiavUon ^ nzczs&oAy x,n tkz pjA-. 
iomancz oi tkz job. CloJiiilcjoUon oi thU noting can be mdz ^n thz 
suppZzmznt^ cormztit &zction. 

Thz zvaluatoA mM Azvtew thz asszismznt uiWi thz mployzz pUoK to a 
reu^eto by tkz Execatcue Vln.zc;to.i. ks&dsmeM chattzngu by thz pzn.- 
6onn2l, being ^ed mU bz KzcoAjdzd by thz zvalxwXoK ioA /leu^eto by thz 
Exzcativz VVizctoK. 



This example of instructions to the rater illustrates adequate c5.escription 
of the purpose and use of an evaluation instrument designed to rate 
clinical staff. (See pages 6-14, 6-17, and 6-18.) 
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EXHIBIT XI 



INSTRUCTIONS TO THE RATER FOR SELF EVALUATION (INCLUDING PURPOSE) 



Thz phiZo^ophy behind tht opoAotLon Mmo^at 

Ho6pitaZ Z6 managment by objdcXlvz. unpZoyze^ oAn zncjouAagzd to 
dzvelop IndA^vldiJUit goaJU mJJiin the, {/vamouoonii tha ho6pltaV/> main 
puApo62,; u)ivLak ^ tke. (uoAt oi tho. acutely UZ patlznt. PeAiodicaZly, 
thiL tndivtduat Z& oMkzd to dztQJmLtit koio (jozJU hz has accomptUhzd his 
obje.ctivz6. We. have, ^ound the. te.ck/Uqae6 6o vaZuable. that uoe. ojiz 
asking ouA phy^lcat therapy lyitznns to pa/Lticipate. Zn the. 6ame. type. 
0^ 6eZi evaluxvtioYi, the. mjoK di^^eAznce. beZng that youA objzative/> 
and 6omz methods {^oK adcomptish^^ng them have. be.e.n p^edzteAminzd loK 
you. VouA 6eZi tvataatlon Is not JUmZzd by the. quzstion.^ on the. lo>cm. 
Ve.eZ {^Ke.e. to aorme.nt as eZabonxvteZy as you ^zeJi ne.ae^6aAy. The. puA- 
po6e. 0^ the. e.valuation l6 thn.e.e.^oM' 

/ ) It l6 a Ze.aAnlng e.xpeAA.e.nce. {^on. you tn that it JLs an intAo- 
dxittion to manageme.nt by objzctivz. 

2 ) It shouZd heJip you to 6iJumaAA.zz youA zxpeAtznaz hejie., 

rmasuAe. youA g^of^}th, and identify youA 6tAzngtli6 and 
makneM^eM. 

3 ] It mil help 06 4ee ouAselvzs as otheJis 4ee a6, and hopz^atty, 

Suggest u)ays u)e. can ijnp^ove. ouA 6eAviac. 



The instructions to the rater, in this case the student who will perform a 
self -evaluation, wisely include purpose and procedure to be used. (See 
pages 6-14, 6-17 _and^..6Tl8,.) 
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EXHIBIT XII INSTRUCTIONS TO THE RATER (INCLUDING PURPOSE) 



CoA&^ul e.vcduoLtlon should b& mzd (U a m&chcLyiu>m ^ofi dUeAm.yu.ng itAe.ngthJ> 
and !ozaknU6^6 oi the. MvldaaZ Uudmt <u thz ^<5^^^y,^'Jf ^/^^ 

the. axiademic. and cUnlcAl pA-ogAomi. ^UhooQh any fuittng method mZt be. 
6omeiohat iabjecZLve, eveAy pfiecautlon 4>hould be taken to make ^ a4 ob- 
jecUvz 04 poiilble. by {^oUouolng the^e accepted pJtlncA.pleA> of, fuvUng. 

A. The student ihould be Aated: l ^ t. t,^ • . 

T. On the bai>l6 oi deilnUe, ob&en.\}aZion& mde oi h/J^ mfik S behavjofi. 
2. On the ba^li> typlcaZ and ifLe.quent manneA of, peAfomance hathen. 
than on l6oZcted -Ln^tancu. 

1. Become "mting con&Uoin," by iamJUjonA-zAng youAA^eZf uiUk the futttnc 
Xo/un in a dvance 60 yoa knouo what you. aAe a&ked to ob&eAvo.. J-oofe 
ion concnzte Ivibtance^ In the daUZy mnk of tha. Uvdent wfu-ch wWi 
a66li>t you in iomuZaUng youA judgments. The mone ^yiitance^ you 
can (Ute., the beMeA able you mUZ be to iuppont youA fmt^ng m 
dl&cu&itoni, mjth the itudent. 

2. Avoid tMMlatlng a & indent' & potential Into a hA,gheA ^mtcng than 
the. pfiQ^ent peAfomanc?, waMxinti,. 

3. Avoid the ''halo eUecX" lohich l& allom.ng the vahx.e of one, 

to Inflaence the. gmde in anothoA itm. . , ^ 

4. Vo not gam. I($ you have had In^uUlcZeM oppofvtmuZy to ob&eAve 
the chaAacteAAMlc in queztlon, and con&u^Mcon mMi otheA ^ta^ 
mejnbeA& aJUo pKov<ii> an^mLt{,al, makA the categofiy N,0. 

C. UtlUzaZLon of the fiepofU: , 

1. U 16 iugae^ted that the Uud&yvt'i pefiiomance be evaZuated at 
mid-polyU. U he l(> doing uieU, give, hum tkU> a^h\xAonce uieM 
04 comtAucXlve cfUJU.cl6m uihlch may guide hum to even bezteA ^ 
peAiomance.. 1(5 theAe oAe aAeoJ, that need Imp^ovment, make, lujm 
awaAe of thue and give. poiUive. iugge^tloni, iofi Impjiovment. 

2. U li> fiec bmrnended that explanatofLy KexnaAkM be -cncUded, paJvU- 
culoAly ioft lXem gfiade.d "2" on beZou). The. fiemAki^ &houM 
Indicate &tAengthi, ami/ on waafenfc44fc4 not meAely tUt acUvuxeA> 

peA^omed. , ^ , . ■ j 

3. The. compleJ:ed iom &hcaU be dlicu^ied wUh the. &tudent, i'tgned 
by him and fomaAded to tlie school not laZen than trie la^t day 
of the peAlod. 

V. VuApo&e. 0(5 CnlteAla: , 

1 . Pnovlde a guldeZLne to pnoduce mone um.iom ^nteApnetatcon ana 

2. Tnovlde a guideline ion developing objecXlveJ^ and leaAnlxg 
expefil(ince.& ' 



These are well-defined instructions to the rater evaluating students. They 
include when and how to rate the student and a clear statement of purpose. 
(See pages 6-17 and 6-18.) 
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EXHIBIT XIII 



INSTRUCTIONS OR HINTS FOR PART-TIME EVALUATORS (RATERS) 



I. T^y to avoid commznt6 tikz : 

1. Tkl6 l& hand to zvalacutz at tku Izvtl. 

1^ you madz tlvU cornmnt, KOrdhzok thz obj(LCJtiv2J>; 
maybz 6hz i6 not 6uppo6zd to do tkU. 

2. Shz hopz^uLty uUZt Imp/vovz In . . . 

3. Anything 6hz Zaak^ 6houZd bz pickzd up tn thz ^utun^z . . . 

4. With moKZ zxp2Atzncz ^hz /should bz abtz to . . . 

Thz objzct i6 to talk about ijohat thz 6tudzyit l& doing noio. 
Studznt6 6houZd gzt moKZ compztznt mXh zxpz^yLzncz. you 
mnt to aormznt on 6tudznt^6 potzntiaZ you ixlght 6ay . . . 

thz 6tudznt continuz^ to bz [inquZ^i^lvz, -took up matznA^aZ, 
zvatruatz ^zl^, etc. ) ^hz should become a compztznt thznjapij^t. 

II. Bztou) ojiz ^amplu of^ cormznts that havz bzzn hzlp^uZ to 6tudznt6. 
PROFESSIONAL BEHAVIOR 

IniJxaZty, 6hz appzoAzd to bz ovzn.-znthu^ia6tLc a6 vodit a& ovznZy 
vznhat, in thz patiznt-thoAapist ^ijtiuvtion. Thz {^onmzn. u)a6 mani- 
^z^tzd phimanAZy by an oveA£ibundancz o^ quoJ^tion^ uohich appzoAzd to 
bz oMkzd ion. thz 6akz o^ asking njouthzn. than voztl thought out. 
Wz havz dl6cuS6zd thU and 6hz ha6 6incz mankzdZy impnovzd by KmindLing 
hzn^zli to tUtzn both to othznA> and to hzn&zli and to coAziaity 
think thnough thz quz6tion6 vohizh 6hz a6fvii. In ou/l dUcu^6ion, ooz 
agn.zzd that thz abovz ^tojmzd ^Kom hzn boAng anxtous about 6zzing 6o 
much to tzann and u)anting to tzoAn it att at once. 
REPORTING 

Shz n.zzogYiizz6 thz nzzd ^on. Kzponting and ha^ vonittzn ^zvqaxxJL zxzqJL- 

Iznt notZ6 a^tzn. di^cus^ion mth thz thznjapi^t. 

TEACHING 

Shz ha& bzzn abtz to go ^nom ob^znving to 6omz zonxzctlng ol zxzn.cJUz&. 
EVALUATION 

By oj>6i6ting mth ROM mza^uAmzvit on a If A patiznt, 6hz bzcamz auoanz 

0^ thz vaZuz OjJ goniomzt/iy ob an zvaluativz toot. 

PLANNING 

PntmaAity ob6znvation and di6cu^6ion. Many 6tiZt givz6 thz impn.z^6ion 
that ^hz u)ouZd Zikz 6omz dz^nitz guidztinz6 nathzn than planning a 
Rx hznMzl{^. At tkU 6tagz 0(J affiliation toe do not zxpzct mon.z than 
thU. Shz hja6 tA^zatzd a patiznt mth a lovo back pn.oblm and a/uumgzd 
ki6 nzxt appointmznt. 



The narrative comments in these instructions to the rater provide helpful 
explanation. Sample items were also given to describe constructive. ^;ays to 
describe a student's development, strengths and weaknesses, personal traits, 
negative traits, and failing performance. (See pages 6-17 and 6-18.) 
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EXHIBIT XIV 



NARWIVE EVALUATION 



PHVSKAL THERAPV CLWKAL AFFILIATION El/AiUATlOM 
FOR JAWE VOE 

Janz tioz hcu> 6r>e.nt tkz pcL6t 3 wzzlu In thz pkyilaaZ tkzAapy de.p(Vo(Mznt at thz 
Home Tom G&neJtaZ HoipUal. HeA cUivLcAl zxpeJUzncoA weAz pfujnaJuZij mXh 
pouUznti, mM\ cLCutz and .iufa-acote condUlon^. 

Janz not a^ilgnzd to a ipzcU^lz Individual iofi confutation and ^upeA- 
vliion. Tkz^ziofiz, tkz coyitzntf of, tivU zvaluaUon Jizp^z&znt6 thz compo^Uz 
tkoagh^a 0^ ouA fizgiftzuzd thznapiAt!, and ^zglitzuzd a^i^tantf. 

We ^zzl that Jane hof ikom gMoioth In hzn ovqmJUL pzAiomanzz and hdih 
zoAldznzz ilncz bzing kzuz. Shz ha^ dzmon6tnat:zd.iatUiacto/iy knoMgz 
and 6kA.tU In pzfi^o^uning hzn cU6lgnzd dwUzi. Skz izmzd quAXz capablz oi 
oatLznt zvaZuaUom and managzmznt and mo^ ablz to h.zzofid hoji i^ndAjn.g6 
loglcaZZy and c.oncA^zly via thz S.O.A.P. notzi.. HeA peAtodtc pn.og^<i^& ^otzt, 
Mzfiz gznzmUij good, up-to-datz and puncXuat. 

Jane' 4 vz^bal zommunlzaUon &aZUiacZofiy. Shz madz UaU zontac^ on 
tho&z occoA^onA vohm &hz ioM a44^;tance viai> Indicated. Jane seemed to 
aZwayi be bu^y whzn not Involvzd to^/i actuaZ paUznt coAz by zUhzfi Aeadtng 
OA catching up on hex papeA mnk. 

Jane peJtiomzd &zveJuxJL ieMzi> of, neAvz conduction vzlccuXy 6tudie^ undeA ^ 
mpeAvlAon. Shz demon^Vuitzd a good undeJUtandA.ng of, thz gzneml pnA.ncA.pleJ. 
and tzchniqueA, oi Mm. WUh a tUtlz moAe p^cMcz ondeA guA.dancz ihz 
should become nxxtixzn adzpt In tliziz highly tzchntcat &kAm. Hzn. ioU,ov3 
thAou^h on thz JLzpoAting o^ thz data coltzctzd wa^ completz. 

W£ miitd Kzcommznd that Jane kzzp aloAt to zveAy oppoUumty to movz thz 
nattrnt to thz nzxt itagz oi advancejnznt. li doubt oft unceAtacnty puzvoaXM, 
Joe n.zcommznd that ihz aJbjoay& izeZ in.zz to contact otheA mofiz expeAcenced, 
membfcAi oi tkz UaH ok to contact thz phy&lcA.an iofi dLaALi^tcatLon. 

Jane tooA piwieJ.&loyial In hzn. mannznl6m and bzhavloM and always pfie^zntzd 
a itnlnkAgly nzat and MeU-gn.oomzd appzamncz. Hzn. gzneJwZ attUudzm^ 
good-not ovznly ifUzndly nofi unintzndly. HeA mppont M<th itaU, patLznti 
and otheAJi Ma& good. 

Jane mJUi undoubtedly become a vzn.y mccz(,6iul cUnlctan and pfutctUionzn. 
ilncz 6hz po44 e64e6 thz qaaUtlzi^ and attntbutzt. nzcz(,&aJiy ioK a pn.o izi^&^onaJC 
peAdon. 



This is a sample of an unstructured narrative evaluation of a student. The 
ACCE must extrapolate the pertinent information for evaluation purposes and 
combine the information with that from other evaluations. (See page 6-19.) 
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EXHIBIT XV 



A NARRATIVE CRITICAL INCIDENT FOm 



STUDEm' IMTERm EVALUATION 
STUVEhlT'S NAME: PHVSia^L THERAPIST- 



/. VzuonaZ AppzoAoncz and V^Uonatity [ove^idtt appzaJiancz, qUyioX^ 
LCithdAoi/jn, agg/i2^^Zvz, etc.) 

2. Conduct and AtXuXudz {p/wmptnU4>; MJULLnqnoAi^ to loo/ik and a^^-Uit) 
acctptancz o£ cJiit^CyUm and ^ugg2^tLon6; a6z ^/izz tarn; coAZ o^ 
zqiUpmznt; /izZatLon6kLp to othoA ^tudznt6 and ^ta^^, etc. ) 

3. KnoioZcdgc and UndoA^tanding o^ Bai>tc Thzo/iy [anatomy, kA.nUtotogy, 
muAoZogy, pathology, po^^ctLoning, thoMjapcutic cxoAdAC, A.V.L., etc.) 

4. Apptication and SfuIZ of^ TcchyiLcaJi Knoii}tcdgc [testing pKoczdu/iOM, 
^c- education pKoccdviAC^ , A.P.L., goJX analysts, u6z o^ modatiti^, 
body mzchayitc6, need ^ofi ^upoAvt^ton, etc. ) 

P£ect6e ecte cxampZu . Thank you. 



Reprinted by permission of the editor [145] 

This example of a narrative critical incident device provides adequate 
clues on which the rater can base his evaluation of a student's skills and 
traits. (See pages 6-14 and 6-19.) 

EXHIBIT XVI 

CRITICAL INCIDENTS 



/. She had one patient mXh pneumonia tA)ho A.z^u6cd to cough and ^hz thought 
up di^^QJiznt way6 to thy to goX him to cough. RcquAJicd no pnjompting 
^Kom phy6tcaZ tkoAapi^t. 

2. RzoLizzd that one pattcnt ioa6 not an ambutatton c/indidatc at this time 
and 6hz -6et hoA goat at being able to do tJuamloA actxviXizJi . 

3. Needed to be iinmoA mMi one patient tA)ho did not tA)ant to coop^Axvte. 
The patient did ^inatly ag/iee to poA^om tA)hen student i^^a^ {^inmoji 
and positive with commands. 

4. Tended to use medicaZ teminotogy mjth patients. Tok example, "Extend 
and n^otate youA teg." The patient, tken^eloKe, had tAoubte undoJi- 
6tanding and pen^^onming exoAci^scJS. Student needed ^minding to 
modify teAminotogy. 



The example above contains four critical incidents each related clearly to 
specific incidents. (See pages 6-14 and 6-19.) 
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EXHIBIT XVII 



CHECKLIST WITH NARHATIVE RESPONSE 



FZacz a bo^ldz any quatity In vokLch tkU poMon Is lacking, nzzd(> 
imp/iovmznt. VUa^t dQj>cJvLbz thz 4pecc<J^c CAXcumtancfi^ i^)hick Zzd you 
to tkU cL6^z6^mzyvt. 

Tki6 pzuon laiZ& to 

7. mdiyitdiYi a mcut appzanancd 

2. p^ctlcz good peJUonaZ hy gland 

3. acctpt KupoYislbiLLty 



Unfortunately the personal and professional qualities to be rated on this 
checklist are requested in a negative manner. With minor changes the 
checklist could be phrased to solicit positive responses. The instructions, 
while brief, are clear. Also ample space is provided for the rater's 
descriptive remarks. (See pages 6-19 and 6-21.) 
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EXHIBIT XVIII 



CHECKLIST WITH GRAPHIC SCALE FEATURES 



KEY* E - ExczptLonal U - Un^atu^adtow 

S - SatUiaotoKy hi A - Not AppJUcablz 
M - Ua/igZnat UK - Unknom 



A. VEMOhlSTRATES AN EFFECTIVE 
EVALUATION PROCESS 


E 


S 


M 


U 




1 

■ 

UK 


comEm 


I. EvaZaatzd thz total ipatLznt, 
















2. U6Z6 dtt avoyitablz data 
[FomJiq, cJianjt, ztc. ) . 
















3. SQZzct6 appKop^atz phy6^aal 

^kOJUXpU tZ6t6r 
















4. ?2M.ionm thz appAjop^atz 
loku^ldot theJiapu tz6ts. 
















5. RzcoKds /iZ6att!i concA^zty and 
obi'zcttvztif, and 
















6. Intzn.pKzt& A,z6uZt6 aonCyUzly and 
objzctLvzly 

















B. PLANS A COMPREHENSIVE PHYSICAL 
THERAPY PROGRAtA 



1. Scinthz6lzz6 aZl avoMabtz data, 

2. Con6ldzu aU:zn,natLvz6 . 

3. E6tabtUhz6 KzaLUtlc long 
tznm Qoats, and 

4. E6tabtUhz6 KzaJLUticu 6hoAt 
tznm QoaJU. 



This instrument is suitable for self-evaliaation, peer evaluation, or 
supervisor evaluation. The items described in behavioral terms, are 
grouped in an effective manner around common indicators of performance. 
The inclusion of a non-applicable and an unknown column is useful as is 
the column for comments. However, the key to the rating scale needs 
fuller definitions of the terms to be used by the rater. 

The device from which these items were chosen includes a page on procedures, 
why the device is used, who will use the device, what will be included in the 
device, and when the device will be used. 

(See page 6-21.) 
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EXHIBIT XIX 



NUMERICAL RATING SCALE 



otkoA UudzyvU In tha cLLnla. tUe tkz ioltoi^^ng kzy. 

5 ' zxcMznt 
4 - abovz avQAagz 
3 = avQAagz 

1 - poo^ 

Adapted from TenBrink (217) 

This nmerical rating scale is presented to illustrate the inadequacy of 
the terms employed in the key, which are too general to give adequate 
guidance to the rater. (See page 6-21). 

******** 

EXHIBIT XX 

NUMERICAL RATING SCALE 



Vii6(iAlbz thz cUmo4>ph^n.z in the. cJUnlcaZ contoA. COiclz tkt mo6t doM- 
cAyLptivz ahoicz. 

10. Mo^t plzcUiOnt imaginable 

9. Mo^t plza^ant 

5. Ext/imzly plza^ant 
7. UodeAotoZy ptexu^ojnt 

6. HUdly plza^ant 
5. Jndl^l^znt 

4. Uildty mplo/isant 

3. Uode/uvtoZy unpleasant 

2. Ext/imziy unplo/uant 

J. Mo4>t unptQjO^ant 

0. Mo6t unptoMont imaginable. 

Adapted from Guilford [099] 

This numerical scale evaluation in contrast to the preceding example, 
provides a key of specific t«rms. (See page 6-21). 
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EXHIBIT XXI 



NUMERICAL SCALE IN GRAPHIC STYLE 



STAFF El/ALUATION 

mPETEUCV RATING SCALE: 



0-5: MINIMAL COHPETENCV: A HotlnQ tki6 oKza should bz zxplcUmd 
by om on, mon,z 6tcutm2nt^ to notz 4pecu.j{^c. bzhavloHM on, 6kAZt6 

5 - 10: COMPETENT: Thz Phy^lojoUL Tk2Aapl6t rmzt6 aJUi addzpiabtn 6tandeind6 

10 " 15: EKCEPTJONAL COMPETENCV: Tht thQAapl6t zxkib^ out6tfiyiding 
abWLtiu and thU naking my moALt one. on, mon,z 6tcutmtnt6 
cuXlng 6p^cl^c poA^omancz, 

EVALUATION [Cont'd] 

V. THERAPIST ANV VOCTOPS : 

* 1 . ThznapAj^t >u candid in pcutiznt conf^'^nje.ncu . 



Ratying 




2. TheAdpist kzzp6 docton, in^onjmd o^ pe/utinZYit changes in patient' 6 
condition. 



Rating | 1 | | I I I I I I I I I | I 

0 5 10 15 



The use of 15 points on a graphic numerical rating scale is not in itself 
unacceptable, but there appears to be inadequate description or definitions 
of the 15 points on the scale. The rater will have difficulty deciding 
whether to check 3 or 4, or 7 or 8 for example (See page 6-21.) 
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EXHIBIT XXII 



GRAPHIC SCALE 



PART I. GENERAL PROFESSIONAL PREPARATIOM 

IkeJit (Via tuooJiva a/iaas ganoAoZ pKoio^^lonaJi p^apa/icvUon aon^ldoAad. 
Vlaa^a pZaca a ^ cut tha top oi ONE column In oxick a/iaa that b^t 
ducJUbu tha 6tudant^6 IzvoZ oi poAiomcmcKL In that oAna. Do not 
ch^ck on thz tint hztn^aan two columns. 

Ton, Q^ack aA^a, pZacz a 



WERE ^ 



OR HERE 



OR HERE 



OR HERE ✓ 



J. EVALUATION SKILL: 0bta^yi6 pQAtaiQjnt Iniomatlon and poA^onm 
appn,opnA.atiL avaJbmtlon pn^ocaduAO^ to doXoAminii pationt ^tata6, 



NOT OBSERVEV 



ijJ^hout 06^1^- SoJidom no^adA^ a6- ¥/izqamtly CoyuUnuaUy KieedA 

;£ance can- 4^iance to- oJS^^Lbtancz to - a^^i^toncuL to^ 

IdtYVtliy and otlliziL p^Atinont Zn^omatlon ^Kom ckoJU, patient, and othoJi 
6ouJt(it6; doM^zcMij ^QZuct and zUzct zvaluation t2,(ihnlqa(^; ^iib^tantixit^ 
{^Indlng^ loith ofajeotcve daXa; (L\)aJLixxvt(L patiznt duAlng tAzatmtnt; davoZop 
t/iQjoLtmznt pn,oQn,om appn^opnlato. ion, goaZb. 




^hoJit li 6tudznt ojntLcA^potQM piX)bl2M; Lb imMiuMy adapt at 
n^zcLogntzinQ ahang^ ^n pati2.nt 6tata6. 




i^h2JiQ. li ^tudant Lb con^Lbtoyitly uyu^aia on, ImU^cjtivz In 
cxuuiy^ng oat ^vaZaation pn^octduAU. 



COmENTS: 



This graphic device is basically good. The instructions are clear, with an 
example to aid the rater. Anchors on the scale are well described and the 
student is rated on his/her own performance instead of compared with others. 
Comments are requested for which space is made available. Space for **not 
observed'* is included. The device might be criticized as requiring high 
inference from the rater, i.e., the individual being rated might know how to 
select evaluation techniques, but not how to develop treatment goals.' Since 
the two skills appear together, the rater cannot indicate separate 
ratings. (See page 6-21.) 
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EXHIBIT XXIII 



GRAPHIC RATING SCALE WITH NUMERICAL VALUES 



AssessMEhrr of clinical PERFORMAA/CE : 
PZexut p£aee a caacZq. oJLoyiq (Lack ^aaJit 

I. COmumCk^lOHSi Hou) dou tkU 4>tad2,yvt comnmicjoutt mXh othzu? 
0 12 3 4 



inoJitiauZate, 



J- 



± 



4ucccnct 



II. APPLJCA'^^oN OF PROCEVURES: Havo vooZt dou thd 6tudaU p^A^oAjn 
pky^lacu. tkojuipy 



1 



4 



Mofeed 



0aaa6ZonaZ 



AdzqacutoZy 



lUaaZty 



No wvou 
ob^dAvzd 



This numerical rating scale provides cues for establishing the dimensions 
of personal performance, and the scale anchors are adequate. There were 
several more items under "COMMUNICATIONS" using the same scale anchors, 
and there were several items under "APPLICATION OF PROCEDURES" also using 
the same scale anchors. The variation in scale anchors to be used for 
each separate group of items is a good feature. (See page 6-21.) 
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EXHIBIT XXIV 



GRAPHIC RATING SCALE 



A. In g^up iuUom how hai> the. StaU VhyUcal ThzAaplit be.&n? 

Tdtkative. An exK,y TaXJitd iMtim VfiaiaJVLZd R^mLnad. 

taZkex ne.c2^sa/iy tiite.nLng 

B. Hovo good l& thU &taU membeA'4 A-oZatLoyukip to hi& colleAgue^? 



ExX^2MeZy "TooJL Toaa Good ExcMeM 

pOOK 



Adapted from TenBrink (277). 

These are good examples of graphic rating scales. The scale anchors might be 
more fully defined, especially in Example B. The examples show the use 
or a broken base line. (See page 6-21.) 

******** 

EXHIBIT XXV 

FORCED CHOICE RATING SCALE 



INSTRUCTIONS: ?le.a&e. complUz tkU ^om by ciAdUng iofi eac/i gnawp thz 
l2XteA In ifvoYVt oi tke. phna^z which lb mo&t de^cAlptlvz ofi miii chaAac.- 
teM^tic oi the. student whom yoa axz JuxZaig. CUcZz only one. undeA exich 
mmbeA. 

1. a. Voe^ not be.c.ome. emotlomUly involve-d In patlejU'i ptuibtom. 
6. Vo(L& not ZU dliiicjtxltits, gzt kan down. 
c. Vemon&tAjCLte^ iome. lejxdoJUihLp abltity. 

I. a. Rzcognizz^ odveMe. piychologlcaZ A.exictioni. 

fa. Applies pHAnclpleM le.ctAn&d In boilc 6(Ue.nce^ to imdejutand 

thtofiy 0^ pfwczdWieM iu>zd. u-o-*- 
c Hai> a knouole.dge. oi tka. common ntuAomaicatoA. diiab^UycUeJ, . 

3. a. Aifei only diplomatic qa&^tion& In ifu.it oi p(vti&nt. 

fa. Rt^/LoAm ifLom dli,cu/>6lng peAional pfwblzjn& with patczyvu. 
c. O^ieM patitnt mUnble. goaZi. 



Reprinted by permission of the publisher 1^/7) . 

The three Items above appear on a well-designed Forced Choice rating scale on 
student performance. This example makes use of a triplet of statements. Only 
one phrase in each group has been determined to discriminate in performance 
evaluation of a student physical therapist. 
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EXHIBIT XXVI 



FORCED CHOICE RATING SCALE 



0^ CtaiLcal Education? 

Sojiioubb-mind^d 



Snobbish 



Adapted from Guilford [099]. 

This Forced Choice rating scale uses adjective pairs. In an item such as 
the above one pair with high preference value and one pair with low 
preference value have been determined. However, only one term in each 
pair has been shown to discriminate between the ratee who performs well 
and the one who does not. One benefit of such an item is that although 
a rater will hesitate to pick one of two unfavorable descriptions, he/she 
will be comfortable selecting from one of two favorable descriptions. 
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